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Contribution of Psychiatry, to Research 
in Physical Medicine and Rehabilitation 


John C. Nemiah, M.D. 
Boston 


The title of this paper might well have 
been “The Contribution of Research in 
Physical Medicine to Psychiatry,” for the 
psychiatrist faced with rehabilitation 
problems has an unusual opportunity to 
study certain questions of interest to him. 
Frequently the onset of an emotional ill- 
ness is gradual and insidious. Further- 
more, the environmental precipitant of 
the illness is often not clearly definable. 
Both these facts make it difficult to study 
the disintegration of personality structure 
and the relation of this to events and 
people in the patieuts’ environment. 

The problems encountered in physical 
medicine present a different situation. 
Here there is no difficulty in defining the 
environmental factors. A sudden illness 
or crippling injury besetting the patient 
is an obvious crisis in his life. It is a 
crisis that is roughly measurable and 
comparable from case to case, so that 
this factor can be somewhat controlled. 
It is, furthermore, a crisis that confronts 
many people with varying degrees of per- 
sonality stability. It is possible, therefore, 
to focus attention on the integrative func- 
tions of the personality (the ego) ; to see 
how these functions are modified by a 
crisis, and how they attempt to cope with 
the crisis; to compare a successful solu- 
tion of the problems presented by a crisis 
with an unsuccessful one that results in 
neurotic symptoms and pathological per- 
sonality changes. It affords the psychia- 
trist, in other words, an opportunity to 
learn more about the psychology of the 
ego. 

So far we have considered only the in- 
dividual and his inner psychological 
workings. There is another important 
area of study on which the changes cre- 
ated by a crisis can shed light. The in- 
dividual is also a member of society and 
of groups within that society. He plays a 
certain role, that is, he lives, acts, and 
behaves in a certain way that is familiar 


to and expected by the people around 
him. ‘Their own behavior and psycholog- 
ical structure is partly determined by his 
role; the reverse is also true — there is 
interaction in equilibrium among the 
various members of the group. When a 
person is injured, a change in behavior 
is forced on him which has repercussions 
in the behavior and attitudes of his 
group; this in turn may affect him. 
Again, the catastrophic nature of an in- 
jury and the abruptness of the changes 
caused by the crisis, set these changes in 
strong relief and make them more acces- 
sible for study. 

This extension of interest from the in- 
dividual to the group means that the re- 
search team concerned with the socio- 
psychological aspects of physical medi- 
cine should include, besides the psychia- 
trist, other representatives from the be- 
havioral sciences — psychologists, social 
workers, sociologists, and social psycholo- 
gists. The research goals of this team are 
two: to add to the basic theory of in- 
dividual personality structure (especially 
ego theory) and of the functioning of 
groups; and to find solutions to the many 
sociopsychological problems encountered 
in physical medicine and in rehabilitation 
programs. The emphasis should prob- 
ably be on the prevention of emotional 
and social difficulties, rather than on 
treating them once they have occurred. 

In the following discussion are out- 
lined some of the important areas in phy- 
sical medicine and rehabilitation where 
research is needed. The list of areas is 
by no means complete, and valuable re- 
search has already been done in a num- 
ber of these regions. There remains, how- 
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ever, a host of questions to be studied 
and answered 

Intensive Investigation of Individual 
Patients: The focus here would be on 
the long-term psychotherapy of patients 
with injuries aimed at elucidating the 
intrapsychic dynamic and_ psychogenic 
factors important in producing an ad- 
verse psychological response to injury and 
illness. Study has already indicated that 
conflicts over dependency and _ hostility 
are of basic importance, but the ramifi- 
cations of these problems need elucida- 
tion. What other conflicts are important? 
What is the relative importance of pre- 
existing personality weaknesses on the 
course following injury as contrasted with 
the effect of the disaster of injury on the 
function of the personality? What role 
does accident proneness play in: bringing 
about the injury? This type of study 
should provide answers to these and 
other questions and should give informa- 
tion of value in indicating where the pa- 
tient’s personality structure is weak and 
where it needs most help in attempts at 
preventive, supportive measures. Such a 
study should also contribute to a better 
understanding of the response of the per- 
sonality to a crisis, and to the larger prob- 
lem of ego theory. 

Extensive Investigation of a Large 
Series of Patients: In addition to inten- 
sive study of a few patients, extensive 
study of a larger sample, including psy- 
chological and psychiatric examinations, 
and social and detailed life history should 
provide information for analysis and cor- 
relation with progress in rehabilitation. 
Such a study would give criteria for the 
early detection of those patients liable to 
retardation in rehabilitation because of 
emotional factors; early case-finding of 
this sort provides the means for applying 
preventive measures early in a rehabili- 
tation program. 

Controls: A variety of groups should 
be studied in these. ways to provide con- 
trol for the findings in any one group. 
Patients early in their disability should 
be contrasted with those disabled for long 
periods of time. Patients with a variety 
of injuries and illnesses should be com- 
pared with one another. Patients with in- 
juries to the same region of the body, 


but with varying degrees of severity of 
the resulting lesion should be contrasted. 
Patients who make a good rehabilitation 
should be compared with those who do 
poorly in a rehabilitation program. Stud- 
ies of employee groups should be made 
before an injury has occurred to one of 
their members, so that if and when an 
injury occurs, the group may be observed 
after one member has been affected. 

The three areas of study outlined so 
far deal with the individual himself. In 
the areas to be described next, the em- 
phasis is on observing the groups of 
which the individual is a part. Here the 
methods of the behavioral scientist are 
of paramount importance. 

Changes in Attitude of the Patient’s 
Group: After injury there is a change in 
the patient’s role. As seen through the 
patient’s eye, members of the family like- 
wise change roles and fill in the gap he 
has left. Direct observation of these 
groups is essential to answer a variety of 
questions. What are the changes in roles, 
that is, how do the members of his fam- 
ily, his friends, and his fellow employees 
perceive a patient differently after his 
injury? What difficulties does this place 
in the patient’s way when he attempts to 
take over his old role after improving 
from his injury? What influence does it 
have in keeping him a dependent in- 
valid? 

Resulting Stresses in the Patient’s 
Group: The change in the patient’s role 
after injury may create a situation of 
stress in the group from which he comes. 
His marriage, for example, may have 
been founded on the fact that his 
strength and independence supported a 
dependent wife. What are the types of 
stresses created, and what adverse affects 
do they have on the mental health of the 
patient’s group? How do his wife and 
children react to his changed role? What 
emotional conflict does it produce in 
them? How do his fellow employees re- 
act to his injury? Is there resentment on 
their part toward management for sus- 
pected carelessness? Are there injuries 
and prolonged incapacity in fellow work- 
ers by contagion, following his example? 
Early detection of these changes should 
lead to early preventive measures to fore- 
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stall new cases of emotional disorders. 

Attitudes of Employers Toward Dis- 
ability: An important part of a rehabili- 
tation program is vocational rehabilita- 
tion, and the attitude of employers is an 
important factor in the successful reem- 
ployment of an injured worker. What 
are the various attitudes of employers to 
handicapped persons? What determines 
these attitudes? What part does the na- 
ture of the handicap play in the favor- 
able or unfavorable attitude of an em- 
ployer? 

The Effect of the Type of Job on Dis- 
ability: The majority of disabled younger 
patients seen in a rehabilitation clinic are 
employed at jobs requiring physical work 
and their livelihood depends on their 
ability to be active. In this group physi- 
cal disability obviously causes special 
stresses and problems. What role do dif- 
ferences in the nature of the patient’s 
work play in his rehabilitation; for ex- 
ample, the physical laborer compared 
with the white collar worker compared 
with executive compared with the intel- 
lectual? Is there a difference between a 
patient who has risen from the ranks of 
the laborers to a position in management 
from a patient who has always been a 
laborer? 

The Effect of Conflicts and Crises Oc- 
curring before the Injury or Illness: The 
injury and ensuing incapacity is in itself 
a severe assault on the patient’s person- 
ality structure. In some patients there 
are indications that his emotional stabil- 
ity had been already weakened before the 
injury by a conflict or previous crisis in 
his environment, which made him more 
susceptible to emotional disturbance and 
less able to handle the psychological 
stresses resulting from disability. What 
stresses were present in his family before 
the injury, and what was the nature of 
these stresses—— death of or separation 
from a person important to the patient, 
marital discord, or financial worries? 
What stresses and dissatisfactions were 
there at his job —a difficult foreman, a 
strike threat, anxiety produced by being 
in a position of either subordination or 
responsibility, boredom and monotony in 
a job? What was the morale among the 
employees? Were there other injuries in 
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the patient’s working unit? Was there a 
factor of contagion or were poor safety 
regulations creating resentment in the 
employees? What is the epidemiology of 
industrial injuries are there certain 
working units with high incidence, cer- 
tain types of procedures producing a high 
incidence? 

A Study of Ward Groups: The exis- 
tence of an in-patient ward connected 
with a rehabilitation unit provides an 
excellent opportunity for two types of 
group studies: Observation of artificial 
groups brought together by the ex- 
perimenter, for example, task-oriented 
groups, discussion groups, and groups or- 
ganized for role playing (psychodrama) ; 
and systematic observation of the spon- 
taneous group life of the patients on the 
ward, that is, a sociometric study of the 
social structure. Such studies would con- 
tribute to an elaboration of basic theories 
of group behavior and would provide in- 
formation indicating what type of ar- 
rangements and program in the ward 
would be most helpful to the patient’s 
mental well-being and progress apart 
from rehabilitation proper. 

A Study of Rehabilitation Personnel: 
The personnel of a rehabilitation clinic 
work as a group, and the patient appears 
to get help from the support and encour- 
aging atmosphere of the clinic. What are 
the factors important in this atmosphere ? 
Does the patient react to the clinic as a 
group, or does he single out one individ- 
ual person (physical or occupational 
therapist, doctor, social worker) as the 
person that gives him support? What 
effect do the attitudes of the personnel 
have on a patient’s progress? What are 
helpful attitudes? What effect does sud- 
den termination of rehabilitation treat- 
ment have on the future course of a pa- 
tient, especially if his program has been 
a long one? 

A Study of Disabled Children: Atten- 
tion has so far been focussed on adults, 
whose psychological structure has become 
relatively well developed and stabilized 
by the time the disability occurs. But dis- 
ability occurs also in children, whose per- 
sonalities are still in the process of growth 
and development. Investigation of dis- 
abled children of all ages should provide 


‘ 


344 ARCHIVES of PHYSICAL MEDICINE & REHABILITATION — June, 1956 


opportunities for a variety of important 
studies — the effect of a crippling disease 
on the immature personality of the child 
and its subsequent development, various 
types of studies of the children in groups, 
observation of parents’ attitudes toward 
the child and his illness and their be- 
havior with the child. 

These and other studies are needed in 
many patients with a variety of disabili- 
ties. Research should investigate those 
who react well to an injury as well as 
those who react poorly, since the former 
may provide clues as to what is lacking 
in those who do poorly. The eventual 


practical aim of sociopsychological re- 
search in physical medicine is to devise 
methods of finding patients vulnerable to 
emotional complications of physical in- 
jury and disease before they have suffered 
a serious emotional disorder, and to find 
ways of preventing such disorders in 
these vulnerable people. Clearly such a 
program requires the closest cooperation 
between psychiatrist and behavioral sci- 
entist on the one hand and the physiatrist 
and his personnel on the other. 


Acknowledgment: The author is grateful to 
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How the Psychiatrist Can Aid the Physiatrist 


Wm. Benham Snow, M.D. 
New York 


Much has been written of the team 
approach in rehabilitation and the stated 
need for a psychiatrist on such a team. 
Much stress is laid on the third phase of 
rehabilitation — acceptance of handicap 
or adjustment to disability by the dis- 
abled patient. Too many times this need 
is accented, and often attempts are made 
to meet it before it is actually present. 
Guidance, help, and training to relieve 
frustration during the confusion follow- 
ing severe disability and the result at- 
tained by such steering need not require 
the direct services of the psychiatrist. The 
shortage of psychiatrists and lack of 
availability of psychiatric therapy in 
many rehabilitation centers does not nec- 
essarily deprive patients of efficient ther- 
apy. 

Prophylaxis is the primary goal toward 
which physicians aim. High specializa- 
tion divides medical care. The specialist 
attempts to know objectively all about 
his patient; however, he does not know 
his patient as a person, nor is he usually 
aware of the patient’s environment or is 
he acquainted with the stresses that affect 
this patient’s every-day life. Before the era 
of specialization, the general practitioner 
usually knew his patients, their families, 
and often their moods and manner of liv- 


ing. This served him as fine background 
material in the development of his medi- 
cal care. Physicians today are so con- 
cerned with scientific treatment that the 
patient does not secure the looked-for 
answers to the fundamental questions 
concerning his illness and its effect on 
his life. Too little time is given by the 
physician to the explanation of the med- 
ical condition involved. Discreet but 
adequate prognostication must be given, 
guardedly at first, later with tact and 
frankness. A few, and often very few, 
moments spent to this end, both with the 
patient and his family, will do much to 
allay the development of uncertainty, 
fear, and anxiety which are the corner- 
stones of what may develop into future 
maladjustment. 

Worry in life or in rehabilitation is 
devastating. It leads to anxiety, sleep- 
lessness, confusion, physical inaptness, 
and inability to cope with a problem. 
Concern is the alternative. Concern leads 
to unemotional survey of the problem, 
clear practical thinking, a mustering of 
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Psychiatric Milestones in the Treatment of Poliomyelitis* 
Mental Reaction Advice 
Earliest Days (Fever, malaise, severe pain, difficulty in posturing) 
Patient —-In pain and apprehensive. Parent — Patient Sympathize with his pain, attempt to 


Anxious, helpless, confused. 


A Little Later (Diagnosis secure, patient 


Patient Pain continuing, anxiety continues with 
advance of paralysis. Range of motion and pain will 
improve directly as the patient will accept stretch- 
ing beyond point of moderate pain. 


relieve with medication, hot packs, etc. “Pain is a 
temporary thing.” 

Parent Seeks and needs words of comfort and 
reassurance. “Is it polio? Will our child be 
crippled?” Keep informed of diagnosis, sympathize 
w'th anxiety, be truthful but guarded, appear ex- 
tremely interested. “‘Too early to prognosticate.”’ 


extremely stiff, paralysis progressing) 

Patient Reassure that both pain and stiffness will 
disappear under the treatment being given. Explain 
carefully treatment and its purposes. Explain that 
the danger of contractures must be met vigorously. 
Explain to patient and parent that in the muscle 
re-education program no substitutions will be per- 
mitted. 

Parent In answer to, “Will my child walk?", the 
answer is most likely, “Yes.” Forget purposely that 
mechanical aids as braces will be required. “It is 
too early to give definite prognosis.” 


When Braces Are to be Ordered 


This may be a frightening moment. 


Parent and patient — Explain that use of braces 
is most likely temporary. They are needed for secur- 
ity and to protect the muscles and to get the patient 
into circulation and become ambulatory. 


Approaching 9 Months (Program slows down, some braces removed) 


Patient Begins to appreciate that this cooperative 
effort may not be sufficient to overcome the results 
of poliomyelitis denervation. He begins spontane- 
ously to change his body image. 


Patient Tell him he may have some limitations, 
but there is much more that can be done to over- 
come these limitations. 


Treatment Stops (Chronaxies and electromyography suggest no further definitive muscle re-education) . 


Patient and family have noted lack of improvement. 
Patient if not adjusted to disability may be over- 
come with hopelessness. A dangerous point psychi- 
atrically. At this point strict advice previously given 
by physician is to be disregarded. Treatment is no 
longer directed at individual muscle strengthening 
and physician suggests that any and all substitutions 
are now to be permitted. 


Tactful explanations and guidance are needed at 
this time. Some beginning of planning for future 
life is necessary. 


Reconstructive Surgery 


Patient wants stability and is usually anxious to 
get rid of his braces. 


Orthopedic service plus functional rehabilitation are 
entered into wholeheartedly by the patient. Each 
operative procedure, its necessity, and outcome must 
be understood by the patient and family so that they 
may cooperate to the utmost. 


*Individuals maladjusted at the onset of the disease will not necessarily conform to the pattern described. 


forces for recovery and a rational re- 
adjustment. One of the most barren as- 
pects of medical practice is at the bed- 
side. A tendency exists to forget that the 
medical problems dwell in the patient, 
and he needs to know about them in 
order to accelerate his own recovery. 
More positive progress will be made with 
patients if they and their families are 
given information that they are able to 
understand. 

This important point is illustrated in 
the accompanying table which lists the 
kind of advice that may be given to a 
patient and his family during the various 
stages of poliomyelitis. 

If the patient were an unstable person 


at the onset of the disability, the shock 


might precipitate a psychiatric impasse. 
Here is where the prompt services of the 
psychiatrist might be of inestimable 


value. Apparently underlying factors ex- 
ist which require the special technic of 
the psychiatrist. He will take care of this 
facet of rehabilitation. To the physia- 
trist, the physical restoration is the pri- 
mary objective. This patient will over- 
concentrate on the physical problems, am- 
plify their importance, and be unable to 
see any future adaptation to his life. 

If symptoms of conversion hysteria are 
present, the services of a psychiatrist may 
be needed. If physical therapy is to be 
utilized toward recovery, and it is often 
of immense value, such physical therapy 
should not be given unless the patient is 
receiving concomitant psychiatric help. 
If this is not done, physical treatment 
could fix the neurosis on the patient. 
Many of these patients can be managed 
by the physiatrist along with his other 
therapy, but he must have the time to de- 


346 ARCHIVES of PHYSICAL MEDICINE & REHABILITATION — June, 1956 


vote to the patient in order to supply and 
satisfy the patient’s mental needs. 

In chronic illness or long range dis- 
ability, progress or lack of progress grad- 
ually tends to make the patient aware of 
the relation between his handicap and 
his future living. Therapy per se does 
not secure results in rehabilitation. The 
outcome depends on the total manage- 
ment. Any misstep at certain critical 
points may induce acute anxiety or frus- 
tration. This is the problem of the physi- 
cian in the rehabilitation team. All phy- 
sicians who would succeed in long range 
rehabilitation must become expert in this 
area of human relations. 


All patients will subconsciously or out- 
wardly have moments of depression. 
Hopelessness will develop only in rela- 
tively few cases. As most patients can be 
controlled and guided without the serv- 
ices of the psychiatrist, the physician 
must be careful not to impose overtly 
this responsibility on the psychiatrist. 


Rehabilitation is not enhanced in those 
patients without hope, imagination, and 
resourcefulness, or in those who delay in 
readjusting their body image from the 
normal to one with physical limitations. 
The perfectionist is often in this group; 
he lacks rationality in the exactitude of 
his self-discipline. He is self-centered to 
an extreme. He would mask his imper- 
fection. This individual would need the 
services of the psychiatrist and may rep- 
resent an insoluble problem. He may 
profit by working with other disabled 
persons with as severe or worse disability 
than his own. 

Persons who had not yet stabilized 
their lives before onset of disability may 
awake to reality when faced with the 
problems associated with their disability. 
The psychiatrist may be necessary to 


bring about this transformation. Thera- 
pists, recreationalists, psychologists, or so- 
cial workers, working close to patients 
often uncover his psychiatric needs. 
Working in close liaison with the psychia- 
trist, they assist effectually in the move- 
ment toward recovery. 

There are many professional and non- 
professional assistants to the physician 
and the psychiatrist to help the patient 
recover. This magnetic work has at- 
tracted many do-gooders who oversim- 
plify the problem or who overestimate 
their position and capacity in the field of 
rehabilitation. A limited number of these 
workers have the know-how, personality, 
or tact to be of assistance in altering the 
psyche of the patient. Aggressive, uncon- 
trolled dabbling in this area often con- 
fuses the patient, increases the psychiat- 
ric impasse, and may deter rather than 
accelerate the rehabilitation of the indi- 
vidual. Too great care cannot be taken 
in sereening all personnel who would 
work in a rehabilitation area. 


Conclusion 

A rehabilitation program requires psy- 
chiatrists in many instances. Often one 
or two consultations with the specialist 
may avert a bad situation. Group ther- 
apy may help in many instances. On the 
other hand, the psychiatrist may require 
the aid of other rehabilitation workers to 
achieve the desired adjustment. The 
screening of these workers must be care- 
fully done. Close cooperation between 
the psychiatrist and other members of 
the team is required with consistent, con- 
comitant orientation of all those in con- 
tact with the patient. In cases requiring 
his assistance, the psychiatrist is the 
“pace setter.” The minimum psychiatric 
treatment necessary would seem to give 
the optimal result. 
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Role of the Psychiatrist on a Rehabilitation 
Service 


Saul H. Fisher, M.D. 
New York 


In the following discussion, the orien- 
tation and operation of a_ psychiatric 
team assigned to the rehabilitation serv- 
ice of Bellevue Hospital are described. 
The program is a cooperative project 
supported by the departments of psychia- 
try and physical medicine and rehabili- 
tation of the New York University Col- 
lege of Medicine. 

The service consists of one male and 
one female ward, each accommodating 
about 30 patients, adult and adolescent. 
The physical disabilities are of a wide 
varicty, both as to type and etiology. The 
staff comprises attending physiatrists and 
residents; nurses; physical, occupational, 
and speech therapists; vocational coun- 
The 


psvchiatric team, as now constituted, 


selors, and medical social workers. 


consists of a full-time psychiatric resi- 
dent, who spends three months in this 
service as part of his psychiatric train- 
ing; a full-time clinical psychologist; a 
fellow in psychiatry whose main func- 
tion is that of research; and a part-time 
attending psychiatrist. 

First contact with the patient occurs 
at the evaluation clinic where the patient 
is screened and the feasibility of rehabil- 
itation determined. His physical, social, 
and vocational status are evaluated and 
a psychiatric examination is given. Spe- 
cifically, the psychiatric team is interested 
in motivation, intellectual status, or- 
ganic deficits, ability to learn, predomi- 
nant emotional state, obvious personality 
features, and gross evidence of neurosis, 
psychosis or antisocialism. An estimate 
is then made of the likelihood of the pa- 
tient’s being a psychological problem in 
the ward. 

If the patient is accepted, the psychi- 
atric team maintains close and frequent 
contact with him, particularly if a prob- 
lem exists or can be anticipated. The 
psychiatric team is not merely an ad- 
junct, acting only in a consultative ca- 


pacity, but is an integrated part of the 
service. The team attends staff confer- 
ences and makes the rounds with the 
attending physiatrists and residents, as 
well as observes the patient in the ward 
and in his routine activities. In this way 
evaluation proceeds continuously, and 
problems can be discovered early in their 
development. 

Some of these problems can be dealt 
with on a superficial level, but others re- 
quire more intensive study. These form 
the basis of a weekly psychiatric confer- 
ence. This is a cooperative effort, at- 
tended by the entire staff, with everyone 
in contact with the patient participating, 
including nurses, attendants, and student 
personnel. The patient’s medical, social, 
and vocational status are reviewed. The 
psychiatric resident then presents the re- 
sults of his interviews, and the psycholo- 
gist the results of his testing. The work- 
up is more thorough than is possible at 
the screening evaluation because there is 
more time and more definitive material. 
The psychiatric history and mental status 
are detailed. The psychological testing 
includes a number of well-established de- 
scriptive and projective tests. The mate- 
rial is then summarized and integrated. 
The team’s evaluation does not end on 
a purely academic note, but it attempts 
to arrive at practical formulations and 
suggestions as to what should be done, 
who should do it, and how. Out of this 
conference comes not only an expansion 
of understanding on the part of the 
staff, but a reasonably unified and con- 
sistent approach to the patient. Thus, 
everyone is well-informed about patient 
as a whole and can apply that knowledge 
consistently. The conference also pro- 
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vides a check on the initial evaluation. 
Finally, it serves as an educational me- 
dium in which the staff is exposed to 
psychiatric and psychological concepts in 
terms that can be grasped and compre- 
hended. 

What are some of the problems with 
which the psychiatrist deal? 
Schilder, in his book The Image and 
Appearance of the Human Body, has 
written that there is a world, there is a 
body, and there is a personality, but to 
understand a person we must understand 
all three, and the relationships between 
them. When a person is struck by a 
physical disability, he is attacked in all 
three areas. His ability to sense and to 
perceive the external world may be af- 
fected, as in the organic brain syndromes. 
His image of himself is severely dis- 
rupted. His major functions as a human 
being are threatened —-the ability to 
work and to maintain relations with his 
fellow-man. These functions are the ma- 
jor sources of self-esteem and satisfaction. 
Society’s attitude toward him may sud- 
denly change. The assault, then, is mas- 
sive, and the disabled person is com- 
pelled to draw upon all his resources to 
cope with and adapt to this threat. The 
nature of his adaptations will be de- 
termined by the nature of his physical 
injury, the meanings the disability has 
for him, his past history and personality, 
his previous adaptations and defenses to 
stress, and the resources provided him by 
society. 


The vector of these forces determines 
the problems, and these are manifested 
in the ideational, emotional, and_be- 
havioral spheres. Thus the psychiatrist 
sees the injuries to self-esteem; the at- 
tempts to find a blame for the accident; 
the development of severe anxiety, de- 
pression, guilt or hostility, and the acting- 
out of aggression, dependency or inhibi- 
tion of function. Sometimes ideas and 
feelings are overt; often they are subtly 
camouflaged so that the psychiatrist must 
uncover them. Once they are uncovered, 
their meaning must be evaluated to de- 
termine whether they are part of a re- 
active, neurotic, psychotic or antisocial 
structure, for the management will be 
guided by such information. 

Finally, all of this must be set within 
the framework of the needs of the pa- 
tient and the needs of the service. This 
is not a psychiatric service, and all of the 
diagnostic and therapeutic goals are 
guided by this obvious yet often forgotten 
fact. Thus, the psychiatric team must 
learn how these forces influence the 
course of rehabilitation and to what de- 
gree these forces are being modified or 
intensified by the demands and environ- 
ment of a rehabilitation setting. It is 
toward this kind of understanding that 
psychiatric evaluation and treatment is 
directed. 

The role, then, of the psychiatrist in 
physical medicine and rehabilitation is 
four-fold: it is diagnostic, it is therapeu- 
tic, it is educational, and finally it is 
directed toward research. 


Watch for the preliminary programs 
of the American Congress and Ameri- 
can Academy of Physical Medicine 
and Rehabilitation in the July issue 
of the ARCHIVES. 
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Contribution of Psychiatry to Physical Medicine 
and Rehabilitation 


A. Ray Dawson, M.D. 
Richmond, Vo. 


Physical medicine and _ rehabilitation 
deals not only with procedures that re- 
store mechanical functions but also with 
the creation of desires to function and 
the removal of emotional blocks to re- 
adjustment. Psychiatry and physical 
medicine have a very close relationship. 
It would be difficult to find a patient re- 
ferred to a physiatrist that did not bring 
with him a psychic component to his ill- 
ness or injury. Whenever there is a 
psychic component, psychiatry contrib- 
utes to understanding of the whole prob- 
lem. The contributions of psychiatry to 
physical medicine and rehabilitation in 
three large areas will be pointed out in 
the following discussion. These areas are 
psychosomatic manifestations in the mus- 
culoskeletal system, emotional factors in 
vocational rehabilitation, and creation of 
an efficient working environment in 
which physical medicine and rehabilita- 
tion can effectively serve the 
patient. 
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Psychosomatic Manifestations in the 
Musculoskeletal System 

It would appear that those engaged 
in physical medicine have been slow to 
recognize the psychosomatic manifesta- 
tions in the musculoskeletal system. The 
majority of so-called idiopathic shoulder 
disabilities in reality seem to be psycho- 
somatic manifestations of the stress phe- 
nomena. The curing process requires not 
only the usual physical medicine pro- 
cedures but, in addition, a large element 
of psychotherapy if a satisfactory cure is 
to be achieved and chronic disablement 
prevented. More and more references to 
the psychosomatic manifestations in the 
back are seen. Rigidity of personality 
often expresses itself in rigidity of the 
musculoskeletal system. 

During World War II, I was assigned 
to a convalescent hospital where a large 
portion of the patients were returned air 
men. They were suffering from 
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“operational fatigue”; a better psychiat- 
ric term would be situational anxiety or 
anxiety state. These men had no demon- 
strable physical disability, and yet, be- 
cause of their emotional state, they were 
disabled. The outstanding physical ex- 
pression of this condition was a muscle 
tenseness and a loss of rhythm. Although 
this tenseness would express itself in 
every reaction to the environment, the 
loss of rhythm was particularly notice- 
able in athletic endeavors. Young men 
who had excelled in soft ball, tennis, golf, 
and the like found, usually to their 
amazement, that their abilities in these 
sports were greatly reduced. These pa- 
tients received psychiatric treatment as 
a part of their total rehabilitation pro- 
gram. As they improved, one of the first 
things noted was their ability to sleep and 
their improvement in sports endeavors. 
Rhythm returned, a sense of humor was 
again a part of their personality, and 
they could play complete games without 
exhaustion. Physical examination of 
these patients would almost invariably 
show a definite rigidity of the upper trap- 
ezius muscles and fibromyositic nodules. 
They would complain of pain in their 
shoulders and neck. With treatment and 
as the patient improved, this condition 
would disappear. 

There are many examples of psycho- 
somatic manifestations in the musculo- 
skeletal system, but this will suffice to in- 
dicate that psychiatry has contributed 
much to our understanding in this area. 
This is an area of study that continues to 
present a real challenge to the psychia- 
trist and physiatrist. They must team up 
in cooperative study to do a really good 
job of rehabilitating these patients. 


Part of the Symposium on Contribution of 
Psychiatry to Physical Medicine and Rehabilitation 
presented at the Thirty-third Annual Session of the 
American Congress of Physical Medicine and Re- 
habilitation, Detroit, August 31, 1955. 

Chief, Physical Medicine and Rehabilitation 
Service, McGuire VA Hospital; Associate Professor 
of Clinical Physical Medicine, Medical College of 
Virginia. 
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Emotional Factors in Vocational 
Rehabilitation 


The psychic elements in physical res- 
toration definitely carry over into any 
vocational restorative activities. This was 
brought out clearly in one of the early 
additions of the A. M. A. Handbook on 
Physical Medicine. It was pointed out 
in this book that during rehabilitation 
procedure the therapist should be very 
careful that a patient not use the tools 
of his trade in an exercise procedure. It 
gave an example of a carpenter using a 
screwdriver to exercise a healed fracture 
of his arm. If pain were to accompany 
the use of this screwdriver, the man 
might carry it over into his vocation after 
healing had been completed. 

When the psychic elements so often 
associated with vocational rehabilitation 
are discussed, such terms as goals, desires, 
motivations, dynamics, frustrations, fixa- 
tions, immaturity, and many other words 
are used to describe a mental process, a 
state of mind, or an emotional condition. 
These terms are used so often by the 
psychiatrist that they are now a part of 
his language. The psychiatrist has de- 
voted much time to the study of these 
conditions. But those engaged in physi- 
cal medicine and rehabilitation have not 
availed themselves of the wonderful 
storehouse of knowledge psychiatry has 
created in this area. Some talk much of 
motivating their patient as though it 
were a pushing process. Others, in dis- 
cussing this subject, give the impression 
that they are looking for a solution to be 
put in a syringe and injected into a pa- 
tient’s hip 

Psychiatrists tell us that motivation is 
always present in a young man. Frustra- 
tion prevents its normal expression. In 
the older man motivation is directed to- 
ward a magnetized goal, but goals change 
as we grow older. Motivation is not a 
matter of pushing, it is an element to be 
studied. Usually mental blocks must be 
eliminated, if motivation is to be given 
full expression. In essence, the patient 
must be assisted to develop his own mo- 
tivation. Motivation is an internal and 
very personal matter. 

Dr. William A. White used to tell his 
residents that the age of an individual 


could be determined by his discussion of 
motivation and goals. Below 45 a person 
always feels that he is pushed toward a 
goal. He is convinced that he is born 
with certain dynamisms which push 
him upward and forward. But after 45 
he feels that he is pulled towards a goal, 
that the goal itself becomes magnetized. 
Consequently, oldez patients never do as 
well with prosthetic appliances. They are 
much more willing to use a wheel chair 
as a major ambulation procedure. It is 
difficult to teach the older man to use an 
artificial arm. He does not like to wear it 
and he is not impressed by appearances. 
From a vocational standpoint, it should 
be remembered that the older man does 
not wish to take on a new risk business. 
What he wishes is steady work with se- 
curity, even at a reduced income. His 
goal in life usually is not that of amassing: 
wealth. His goal in life is reasonable re- 
sponsibility, comfortable routines, and 
sufficient money to get along. 

In the area of human drives and frus- 
trations, psychiatry has made a volumi- 
nous contribution to our knowledge of 
the rehabilitation procedure. 


Creation of a Healthy Working 
Environment 

The outstanding variant in different 
physical medicine and_ rehabilitation 
services is their attitude toward life and 
work. No place in medical endeavors 
can a physician’s or technician’s personal- 
ity affect the healing process as much as in 
rehabilitation work. A fault-finding, rigid, 
antagonistic atmosphere does not give a 
patient an opportunity to grow toward 
health, and rehabilitation is a growth 
process leading to physical and emotional 
well being. A knowledge of psychiatry 
assists the physiatrist in knowing himself 
and his technical associates and in real- 
izing the value of adjusting to his pa- 
tients. He may find himself reacting to 
one patient with irritability and to an- 
other with overprotection. Neither of 
these reactions are to the patient’s bene- 
fit. When the physiatrist analyzes his 
feelings in the light of psychiatric knowl- 
edge, he is in a better position to help 
his patients. Likewise, when a patient’s 
emotional factors are discussed with the 
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CONTRIBUTION OF PSYCHIATRY — 


therapists, these assistants are in a much 
better position to help the patient. In 
reacting to patients there are times when 
the physiatrist must be a good listener 
and tactful suggestor. Occasionally he 
must be a firm prodder or an ignoring 
bystander. Rarely, he must be a dictator- 
father symbol. In each of these roles he 
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must first know himself emotionally and, 
secondly, know the psychiatric needs of 
the patient. When better understanding 
comes in this area, those engaged in re- 
habilitation will be able to rehabilitate 
patients much more rapidly and much 
more effectively. 


The Problem of the Long-Term Respirator Patient 


Harold N. Neu, M.D. 
and 
Harold A. Ladwig, M.D. 
Omaha 


Despite the favorable results noted in 
the evaluation of the 1954 poliomyelitis 
vaccine field trial,’ continued study will 
be needed to determine the control effects 
of the Salk vaccine in other segments of 
the population. This may be particularly 
true of patients who develop respiratory 
paralysis, since during recent years these 
patients have more frequently been older 
children and adults rather than the 
younger age groups. There are now in 
this country 500 to 600 patients who, 
after their respiratory paralysis, are per- 
manently dependent upon a tank respir- 
ator; a considerably larger number re- 
quire lesser respiratory aids. 

During the past 5 years, through the 
efforts of the National Foundation for 
Infantile Paralysis, a number of centers 
have been established for the purpose of 
developing methods of freeing these pa- 
tients from respiratory aids. Since this 
process is a fundamental step in the in- 
stitution of any rehabilitation program 
that involves the patient’s other disabil- 
ities, such a regional respiratory center 
was established at the Creighton Memo- 
rial St. Joseph’s Hopsital in 1953, where 
it serves as the hard core of the depart- 
ment of rehabilitation. This department, 
which has 35 beds under its jurisdiction, 
has 20 of these beds reserved for chronic 
respirator patients. The usual medical 
and nursing facilities of a department of 
rehabilitation, including the paramedical 
personnel such as physical therapists, 
occupational therapists, medical social 
workers, vocational psychologist, and 
orthotist, are available in the care of 
these patients. In addition, a pulmonary 


function laboratory is needed for their 
medical evaluation. 

A respirator patient is one who re- 
quires the assistance of some respiratory 
aid —- a tank respirator, a cuirass respir- 
ator, or a rocking bed. The postrespirator 
patient is one who no longer requires a 
respiratory aid although his respiratory 
capacity may be only 30 to 50 per cent 
of normal. 

Since the center opened, 50 respirator 
patients have been admitted for rehabili- 
tation. All of these were postacute or 
chronic cases. They were brought to us 
by air evacuation, ambulance, or train. 
We have observed, as have others,” that 
the chronic respirator patient tolerates 
air evacuation very satisfactorily and that 
this method is useful in that it greatly 
shortens the time of transit. Of those ad- 
mitted, 27 were male and 23 were fe- 
male. The onset of their acute poliomye- 
litis varied from 14 days to 8 years prior 
to admission. Vital capacities varied 
from those that could not be recorded 
up to 900 ce. All were using a respiratory 
aid on admission. In addition, 11 post- 
respirator patients were admitted. Their 
vital capacity was less than 30 per cent 
of predicted normal. 


Read at the Thirty-third Annual Meeting of 
the American Congress of Physical Medicine and 
Rehabilitation, Detroit, September 2, 1955. 

Professor of Medicine, Creighton University 
School of Medicine; Medical Director, Regional 
Respiratory Center and Director, Department of 
Rehabilitation, Creighton Memorial St. Joseph’s 
Hospital. 

Instructor in Neurology, Creighton University 
School of Medicine; Assistant Medical Director, 
Regional Respiratory Center and Assistant Director, 
Department of Rehabilitation, Creighton Memorial 
St. Joseph’s Hospital. 

From the Respirator Care and Rehabilitation 
Center aided by an annual grant from the National 
Foundation for Infantile Paralysis, Inc. 
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Methods of Evaluating Respiratory 
Capacity 


Measurement of vital capacity can be 
accomplished either by a recording spiro- 
meter, with valves and soda lime absorber 
removed, or by using a modified dry gas 
meter. This test should be considered in 
terms of the predicted value for adults, 
using the equations of Baldwin and his 
co-workers.* For children, the predicted 
measurements advocated by Ferris and 
* may be used. 

At the same time, the tidal volume 
may be measured as well as the minute 
volume. The measurement of tidal vol- 
ume, which can be readily made, makes 
possible the use of the nomogram con- 
structed by Radford’s group.® With this 
nomogram the tidal volume necessary to 
give an arterial carbon dioxide pressure 
of 40 mm. Hg at a given breathing fre- 
quency for a patient of specified sex and 
body weight can be determined. Its limi- 
tations and sources of error must be rec- 
ognized, as these authors state that the 
changes in readings that can occur when 
the subject knows that he is being meas- 
ured probably represents the most im- 
portant source of error. This is overcome 
to a considerable extent by repetition of 
the measurements. In our center these 
measurements are taken so frequently 
that all apprehension and anxiety on the 
part of the patient appear to be lost. It 
must be emphasized that these ventilation 
measurements are no substitute for sound 
clinical judgment. The measurement of 
maximum breathing capacity has not 
been useful with this type of patient, 
since in all of them it is greatly impaired. 
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Fluoroscopic examination is performed 
on each patient. It provides information 
concerning the diaphragm, which is the 
most important respiratory muscle. At 
rest the diaphragm accounts for 60 per 
cent of the ventilation; therefore, those 
patients who have less than one-third of 
their predicted vital capacity usually 
have severe paralysis of the diaphragm. 

Indirect measurements of the respira- 
tory capacity are afforded by the blood 
chemistry. The use of arterial samples 
from which to determine the arterial 
oxygen saturation and the carbon dioxide 
content gives valuable information, but 


unfortunately requires frequent arterial 
punctures, which are painful. 

We have found useful the Wood modi- 
fication of the Milliken oximeter to deter- 
mine the arterial saturation of the blood, 
and the infrared analyzer to determine 
the arterial carbon dioxide pressure of 
the so-called alveolar sample. Both of 
these procedures have limitations and are 
subject to percentages of error when 
checked with arterial samples of blood 
by the Van Slyke method; however, their 
ease of accomplishment has made them 
useful in clinical evaluation of the pa- 
tient’s respiratory status. Periodically 
they are checked with arterial samples of 
blood. We find the error no greater than 
that of other pulmonary function tests 
such as the vital capacity or tidal volume. 
Best results, of course, are obtained when 
the apparatus is operated by the same 
technician and the instruments are fre- 
quently calibrated. 

Knowing the effects of hypoxia on the 
myocardium, we have performed many 
EKG studies in the hopes that data 
would be obtained which would be use- 
ful in detecting respiratory insufficiency. 
Since these data have been inconclusive, 
we do not feel that the EKG is a valu- 
able tool in measuring respiratory ca- 
pacity. 

Lastly, the clinical evidences of hy- 
poxia, as shown by apprehension, rising 
pulse rate, rising blood pressure, dilated 
alae nasae, and use of accessory muscles, 
aid the physician in evaluating the res- 
piratory status of his patient. 


Types of Respiratory Aids Used 


While most patients come to our cen- 
ter in a tank respirator, very few tank 
respirators are seen in the center. We 
have found repeatedly that many of the 
chronic respirator patients who are 
brought to us have no need for the tank 
respirator and can be weaned from it 
immediately. In practically no cases has 
this required over 3 weeks. 

Cuirass respirators of all types are 
used. Many patients who come to the 
center state that previous attempts have 
been made to fit them with a cuirass res- 
pirator but that they have been unsuc- 
cessful. We find that a. satisfactory 
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cuirass respirator can be found for all 
except a few patients. For these individ- 
uals, plaster casts can be applied and 
custom-fit respirator shells made for 
them. 

A rocking bed now is available that 
can be synchronized with the chest res- 
pirator. Since its efficiency approaches 
that of the tank respirator, this should 
lessen further the need of iron lungs for 
these patients. Rocking beds are used 
throughout the center for every patient 
and constitute an important part of the 
daily program. Although their efficiency 
is less than that of the tank or cuirass res- 
pirators, we feel that the rocking bed has 
the following two advantages. First, it is 
a form of exercise for the patient that 
may be of value in improving circulatory 
efficiency, promoting better renal drain- 
age, and maintaining the sense of bal- 
ance. Second, it permits the patient to 
utilize his own breathing muscles insofar 
as he is able; however, the patient must 
be encouraged to do this consciously and 
at regular intervals. The rocking bed 
does not appear to be of equal efficiency 
in all types of individuals. Those who 
are endomorphic with rather large vis- 
ceral content that can be moved up and 
down by the rocking motion of the bed 
appear to get a better ventilation than 
do those individuals who are primarily 
ectomorphic and whose abdomen is scap- 
hoid in nature. Further observations are 
needed to establish this point. 

Intermittent positive pressure breath- 
ing devices are useful. These may vary 
in type from the plastic dome on the tank 
respirator to the simple vacuum cleaner 
with which the patient interrupts his own 
breathing. We have found the greatest 
usefulness of this type of respiratory aid 
to be during short periods of ventilation 
when physical therapy procedures are 
performed or other nursing procedures 
can be completed. They also permit the 
patient to be more mobile so that he can 
be transported with his respiratory equip- 
ment around the department. They are 
not used for long periods of ventilation. 


Methods of Increasing Respiratory 
Capacity 
Prophylactic measures that can be util- 
ized in the acute and immediate post- 
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acute periods to prevent the decrease in 
compliance common to all chronic res- 
pirator patients include use of the plastic 
dome and early transfer to a cuirass res- 
pirator. The regular use of the plastic 
dome enables adequate physical therapy 
procedures to be given to the thorax and 
the shoulder girdle. ‘Tank respirators 
should be equipped with deep breathing 
devices so that regular cyclic deep breath- 
ing can be maintained. The earliest pos- 
sible transfer to the cuirass respirator will 
result in greater ease in applying physical 
therapy procedures to the shoulder girdle 
since early contractures in this area are 
exceedingly common when the patient is 
chiefly confined to the tank respirator.® 

Spencer’ emphasizes the importance of 
breathing exercises and manual stretch- 
ing of the thorax, trunk, and shoulders 
in acute and postacute cases, together 
with need of special muscle re-education 
for inspiration and expiration. Many 
centers have used the vacuum cleaner 
assisted cough for tank respirator pa- 
tients. We have also used the exsufflator 
methods advocated by Barach.* “Cough- 
ing machines” are being developed at the 
various respiratory centers and improved 
methods of simulating cough should be 
forthcoraing. 

Physical therapy procedures are chiefly 
directed at preventing further decrease 
in the “pulmonary compliance.” This 
factor includes both the elasticity or ex- 
pansibility of the thoracic cage and that 
of the lungs. As yet, we do not know 
whether the thoracic cage or lungs 
appear to be the more important factor 
in the reduction of compliance that oc- 
curs in these patients. We have tried to 
evaluate the usefulness of such proced- 
ures as chest compression, massage and 
stretching of the intercostal muscles, and 
rib springing in the prevention of this 
loss of compliance or elasticity. In the 
few cases that we have studied with 
crude measurements, we have the im- 
pression that loss of compliance was pre- 
vented by these measures. 

Although hydrotherapy has its place in 
the general program of rehabilitation, we 
do not feel that it results in any striking 
benefits to increase respiratory capacity; 
however, in three or four patients who 
were fairly well weaned in their program, 
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the addition of moist heat by means of 
a thermostatically controlled cabinet has 
resulted in a rise in the vital capacity at 
a more rapid rate than normally would 
have been expected. 

It has been observed by Koepke and 
co-workers® in electromyographic studies 
that the shoulder girdle muscles do not 
participate greatly in quiet breathing but 
that they do show considerable activity 
when maximal breathing occurs. <Ac- 
cordingly, we have made a special at- 
tempt to increase the strength in the 
shoulder girdle muscles. To do this, the 
patient exercises with a shoulder wheel 
even though he still requires a chest res- 
pirator. As noted in figure 1, this shoul- 
der wheel is slightly different than the 
conventional type and permits consider- 
able resistive exercise. 

Each patient is required to exercise 


with the shoulder wheel at least once 
daily. An inexpensive model has been 
made that each patient takes home. It 
is our conviction that the diminution in 
maximal breathing capacity in these pa- 
tients is influenced by the loss of activity 
of the shoulder girdle. For this reason, 
while the activity cannot of itself increase 
the vital capacity to a significant degree, 
it may be helpful in increasing maximal 
breathing capacity. Along with physical 
therapy procedures, the breathing exer- 
cises recommended by Barach" are use- 
ful and emphysema abdominal belts have 
been used in a number of patients. When 
these therapeutic aids are employed, pul- 
monary measurements reveal that while 
minute volume is not significantly in- 
creased, the tidal volume is; therefore, 
the alveolar ventilation is improved. This 
is noted primarily in the sitting position 


Fig. 1 — Respirator patient using shoulder wheel. 


(This wheel was designed by D. S. Rausten, M.D., Lincoln, Nebr.) 
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Fig. 2 — Administration of intermittent positive pressure. 


and not in the supine position. When 
fluoroscopic examination of the 
tient reveals any diaphragmatic activity, 
breathing exercise is used to encourage 
further strengthening of the diaphragm. 

Of all the mechanical procedures that 
have seemed helpful, intermittent  posi- 
tive pressure by means of the simple vac- 
uum cleaner apparatus has been the most 
useful (fig. 2). Since with this apparatus 
the flow of air is constant in one direc- 
tion, the patient is required to interrupt 
the respiration by opening his mouth 
when maximum distention of his thorax 
has occurred. The pressure and volume 
relationships delivered to the patient can 
be reduced by means of a long plastic 
tube through which he inspires the air. 
The apparatus is calibrated so that the 
maximum pressure that can be delivered 
is less than 40 cm. of water. Treatment 
by this method consists of 15 to 20 deep 
breaths twice daily. Patients are in- 
structed to cough at the termination of 
the inspiration, thus clearing the bronchi. 
In our hands, this method of applying 
intermittent positive pressure to distend 
the thorax has been a simple procedure 
that appears to prevent loss of compli- 
ance in these patients and aids them in 
clearing secretions from their bronchial 
tree. No unusual side effects have been 
encountered in most patients other than 
the transitory dizziness from the valsalva 
effect of the procedure; however, in one 
patient, a mediastinal emphysema devel- 
oped, but promptly subsided. 

This intermittent positive pressure pre- 
pares the patient for another valuable 


procedure — glossopharyngeal breathing. 
This “frog breathing” technic, which has 
been developed by Dail,’ has been 
learned spontaneously by some patients; 
others have to be taught. A film and 
manual prepared by the group at the 
Rancho Los Amigos Center is used for 
instruction of the patients in this pro- 
cedure. Patients are able to force as 
much as 2,000 cc. of air into their 
lungs with only the minimal side 
effects previously noted for positive 
pressure breathing. Once a patient has 
mastered “frog breathing,” his weaning 
program proceeds at a more rapid rate 
and he is able to increase his unassisted 
time. We try to have all of our patients 
master this procedure before they are 
placed in home care situations in which 
power failures may occur so that it will 
serve as a method of coping with acute 
respiratory insufficiency. 


Elimination of Respiratory Aids 


Wilson and Dickinson’* emphasized 
that the factors which determine the de- 
pendency on the respirator are four-fold: 
(1) The number of anterior horn cells 
which control the respiratory muscles 
that have been permanently damaged 
and cannot recover; (2) a psychogenic 
hyperpnea which develops early in acute 
poliomyelitis and persists into the con- 
valescent stages; (3) the reduction of 
pulmonary and thoracic compliance, pre- 
viously mentioned, which prevents the 
mobility of the respiratory unit necessary 
to provide adequate ventilation; and (4) 
the lack of incentive that arises when an 
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individual is faced with adjustment to a__to hyperventilation that is usually seen. 
catastrophic illness. We have discussed previously the use- 

It is obvious that nothing can be done fulness of physical therapy and other pro- 
at this stage concerning the first problem; cedures in correcting the third factor in 
however, in many cases it could have dependency on the respirator. The pur- 
been lessened if an adequate respiratory poses of these procedures should be 
aid had been provided early enough in clearly discussed with the patient so 
the acute illness. Certainly, there is that he has an interest in making them 


g evidence that unrecognized hypoxia in- more effective. 
creases the number of anterior horn cells The last factor, loss of incentive, is 
: that are lost. difficult to evaluate. Our practice has 


The psychogenic hyperpnea appears to — been to utilize the psychologic services in 
be corrected by gaining the confidence of | the center and those of the medical staff 
the patient and demonstrating tohim that who are psychiatrically oriented to pro- 
; the various measurements performed in- vide the remaining members of the team 
dicate a lesser need for ventilation. This is with the data that will enable the entire 
best accomplished by a sympathetic but _ staff to assess properly each patient as an 
firm staff who have devoted some time to individual. It is then possible to mobilize 
understanding the sources of anxiety pres- | psychic and physical resources which the 
ent in each patient. As the patient gains patient may possess to motivate him to- 
confidence in the staff, he is willing to ward independence of the respirator. In 
allow the decreased ventilation that is some cases this is exceedingly difficult. 
necessary. More rapid transition to the The staff conference is essential for cre- 
cuirass respirator and rocking bed will ating such a uniform approach to the 
prevent much of the common addiction _ patient. 
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We are convinced that early  self- 
acceptance is essential to weaning the 
patient from dependence upon the res- 
pirator. Basic motivational needs of love, 
safety, respect, and religion must be satis- 
fied in the proper proportion for the pa- 
tient so that he will exercise his maxi- 
mum effort, first, to adapt to a catas- 
trophic illness, and secondly, to re-inte- 
grate himself into society. 


Appraisal of Results 

Thus far it has been possible to free 
every patient from dependence on a tank 
respirator. All patients have been 
weaned to less cumbersome respiratory 
aids. These usually consist of a rocking 
bed at night and a chest respirator for 
a few hours during the day, primarily for 
emergency purposes, and to insure that 
the patient can be transported here and 
there in his home situation with a greater 
feeling of security. In 12 patients (24 
per cent) independence from any type 
of respirator has been achieved. Figure 
3 illustrates a typical record of the wean- 
ing process of one of the respirator pa- 
tients. These results are significant when 
one considers that a number of the pa- 
tients previously had been in isolated hos- 
pitals for periods as long as one year 
with special nurses. This program has 
resulted in placing them in home care 
situations in which the services of a daily 
attendant were all that was needed for 
the care of the patient. This has resulted 
in reduction of costs from approximately 
$12,000 to $15,000 per year to around 
$2,000 or $3,000. These lesser rehabili- 
tation goals are not only desirable for 
economic reasons, but also from the 
standpoint of the human dignity and per- 
sonal happiness that can be created for 
these patients. 


Summary 

Despite the Salk vaccine, there is con- 
tinued need to attempt rehabilitation of 
the chronic respirator patient. Simple 
methods of evaluating respiratory capac- 
ity have been discussed and their useful- 
ness appraised. Physical therapy and 
mechanical procedures that can be used 
to increase respiratory capacity are dis- 
cussed. Few patients require permanent 
dependence upon the tank respirator. 


All of them, in our experience, can be 
weaned to lesser aids and many can be 
returned to unassisted breathing. A res- 
piratory center can function as a hard 
core of a department of rehabilitation, 
providing clear-cut evidence of the im- 
portance of the multi-disciplinary ap- 
proach to the problem of the severely 
disabled. 
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on any standard floor loom with a mini- 
mum of time and expense. It is useful 
for increasing range of motion of the 
shoulders and especially for providing re- 
sistance exercise to the shoulder girdle 
adductors, depressors, and arm extensors 
to build up endurance for crutch- 
walking. 

The construction and pulley system 
can clearly be seen in the accompanying 
photograph. The weight system used is 
found in most physical therapy depart- 
ments, but any other device that adds 
resistance to the beater can be used. It 
is suggested that ball bearing pulleys and 
airplane cable be used to eliminate as 
much friction as possible. 

The cross beam at the top of the loom 
may be adjusted forward or backward 
by loosening the thumb screws to provide 
the desired direction of pull. The length 
of the rope or cable may be altered by 
loosening the end of the rope wound on 
a line cleat and lengthening or shorten- 
ing as desired. The line cleats are not 
visible in the photograph; however, they 
are fastened to the frame of the loom 
directly below the cloth beam. The han- 
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An adaptation for a patient with up- 
per extremity involvement can be made 
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The Ambassador, Atlantic City, N. ]. 


It’s not too early to plan for this important meeting! 


KOOIMAN & KOTTKE 359 
dles or a trapeze bar are interchangeable. 
Materials required for this adaptation 
are as follows: 
4 upright pieces (2x2x72”) 
2 top pieces (2x2x72”) 
2 cross pieces (2x2x52”, width of 
loom ) 
1 hardwood dowel (1” x 36”) for 
trapeze 
1 pair handles (as shown) 
8 pulleys, rope or cable, weight system 
2 line cleats, bolts, nuts, and washers 


The loom is operated to provide resis- 
tance to the shoulder adductors. The 
ropes are adjusted to afford the maxi- 
mum range of abduction and resistance 
is increased by adding weights to the 
beater. This weight in turn carries the 
beater back to the original position. 
Shoulder depression can be achieved by 
positioning the patient and adjusting the 
ropes so that the pull is directly down- 
ward along the side of the patient. The 
patient can achieve the best results in a 
standing position, but the loom can be 
operated successfully from a wheelchair 
or bench. 


Staff Therapist, VA Hospital. 
Attending Physiatrist, VA Hospital; Chief, 
Department of Physical Medicine and Rehabilita- 
tion, University of Minnesota Medical School. 


Cerebral Hemodynamics and Rehabilitation 
Potential of Patients with Cerebral Vascular 
Disease 


Joseph F. Fazekas, M.D. 
and 
Josephine J. Buchanan, M.D. 
Washington, D. C. 


Since rehabilitative measures are costly 
and the prognosis of patients with cere- 
bral thrombosis is often uncertain, an ob- 
jective method of determining which of 
such patients will respond to these meas- 
ures is greatly needed. Since cerebral 
vascular disease is associated with a re- 
duction in cerebral blood flow and me- 
tabolism,! it was considered worthwhile 
to determine whether the degree of alter- 
ation from normal in the above cerebral 
values could be correlated with the re- 
habilitation potentials of subjects with 
cerebral thrombosis. 


CMRO., (cc. Oz/min./100 gm. 


CVR (mm. He/cc. blood/min. 


Method 


The subjects of the present study had 
suffered one or more episodes of cerebral 
vascular occlusion from 2 days to 2 years 
prior to hospitalization. Immediately 
after satisfactory establishment of the 
diagnosis, a procedure requiring | to 3 
days, the patients were referred to the 
rehabilitation division for treatment. The 
subjects were classified according to re- 
sponse in motor function to rehabilitative 
measures: 0, no improvement (or even 
regression) ; +, walking with brace and 
crutch; + +, walking with brace and 
cane; + ++, ambulation with either 
crutch or cane; + +++, ambulation 
without aids. For comparative purposes, 
the degree of response was used to differ- 
entiate two groups: Group I, 0 to 
+ + response; Group II, +++ and 
++ + + response. Their progress from 
the time of admission to that of discharge 
was evaluated by the rehabilitation per- 
sonnel who had no knowledge of the 
values obtained for the cerebral function 
studies. 


Scheinberg and Stead’s modification? 
of Kety and Schmidt’s procedure* for 
the determination of cerebral blood flow 
CBF) was applied in this study. The 
gas mixtures utilized were those de- 
scribed by the latter authors. Blood oxy- 
gen was determined by the manometric 
technic of Van Slyke and Neill.4| Mean 
arterial blood pressure (MAP) was ob- 
tained directly from the femoral artery 
by means of a damped aneroid mano- 
meter. The cerebral oxygen consumption 
CMRO.) and cerebral vascular resist- 
ance (CVR) were calculated as follows: 


CBF x (A-V)O:, 


of brain) 100 
100 em. of brain MAP | 
CBF 
Results 


In both groups of subjects, the values 
for cerebral blood flow and oxygen utili- 
zation were lower than those observed in 
normal individuals of comparable age, 
while the cerebral vascular resistance and 
the mean arterial pressure were definitely 
higher. On comparing the two groups, 
a decided difference in mean age is 
noted. The group that showed a poor 
therapeutic response (table 1) had a 
mean age of 67 years (range 50 to 79 
years), whereas those demonstrating a 
satisfactory therapeutic result (table 2) 
had a mean age of 49 years (34 to 73 
years). The mean values obtained for 
cerebral blood flow, cerebral oxygen con- 
sumption, and cerebral vascular resist- 
ance differ in the two groups to an ex- 
tent commensurate with the age differ- 


ences.! 
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Discussion 


Many factors undoubtedly influence 
the degree of recovery of motor function 
following occlusion of a major cerebral 
artery. In the majority of such cases, un- 
less there is extension of the thrombus or 
associated hemorrhage, an unpredictable 
degree of spontaneous recovery can be 
expected. Such improvement apparently 
depends on regression of “spinal shock” 
and on return of function of those cells 
adjacent to the zone of infarction which 
at the time of the accident were pre- 
sumably rendered functionless by vascu- 
lar spasm or edema. Unless rehabilita- 
tive measures are rapidly instituted, fur- 
ther recovery may not ensue and there 
may even be a regression of function 
from inactivity alone. 

The present results fail to show any 
individual correlation between cerebral 
hemodynamic or metabolic values and 
rehabilitation potential. The differences 
observed between the groups are no 
greater than those attributed only to the 
difference in ages. Although there is 
some overlapping of the age factor in the 
two groups, it can be noted that relatively 
younger subjects almost invariably made 
a satisfactory therapeutic response while 
those over 60 years infrequently did ‘so. 
It, therefore, becomes incumbent to ex- 
plain, if possible, why the age difference 
should influence the difference in thera- 
peutic response. 

It is universally recognized that physi- 
cal deterioration is the usual accompani- 
ment of advancing age. The higher in- 
cidence of coexisting degenerative dis- 
eases (cardiovascular and pulmonary dis- 
turbances and arthritis) undoubtedly 
renders the elderly subject less amenable 
to rehabilitative efforts than his younger 
counterpart. His ability to participate in 
physical therapeutic regimens may be 
greatly impaired by general debility de- 
spite therapeutic efforts directed against 
accompanying diseases. 

When attention is directed to the state 
of the sensorium of the subjects, it is 
evident that clouding was present in the 
majority of the older subjects while only 
a few of the younger individuals had im- 
pairment of mental acuity. It is probable 
that the diminished alertness so often 


Table 1: Cerebral hemodynamics and metabolism in 
subjects with poor response to rehabilitative measures 


Subject Age CBF CVR CMRO: Sensorium 
Cloudy 
9 Cloudy 

Cloudy 
Alert 

Cloudy 
Cloudy 
Alert 

Cloudy 
Cloudy 
Alert 

Cloudy 
Cloudy 
Cloudy 
Cloudy 


28. 


& 


Cloudy 
Cloudy 
Alert 


Mean values 
67 37.8 3.3 2.1 


In this table and in table 2, CBF signifies cere- 
bral blood flow in cc./100 gm. of brain/min.; CVR, 
cerebral vascular resistance in mm. Hg/ce. 
blood/100 gm. of brain/min.; CMROs2, cerebral oxy- 
gen consumption in cc./100 gm. of brain/min. 


Table 2: Cerebral h dy ics and b in 
subjects with good response to rehabilitative measures 


CBF CVR CMROs: Sensorium 


Subject Age 


1.0 Alert 
4.1 Alert 
1.6 Cloudy 
2.0 Alert 
2.5 Alert 
2.3 Alert 
2.4 Alert 
2.7 Alert 
2.9 Alert 
3.1 Alert 
2.9 Alert 
3.2 Cloudy 
Alert 
Cloudy 
Alert 
Cloudy 
Alert 


J. F. 47 
. 8. 43 


& © 


~ 
2 


6 &© @ 


45.2 
44.8 
46.4 2.8 
44.7 2.9 
50.0 . 2.7 
46.3 2.8 
40.1 3.2 
42.4 m 3.4 Alert 
30.4 2.1 Alert 
41.2 Alert 
52.2 Alert 


& w 


Mean values 


2.8 2.7¢ 


45.1° 


*Significant, p < .01, when compared to mean 
values for subjects with poor response (table 1). 


See table 1 for explanation of abbreviations. 


S. J. 50 37.3 4.0 1.9 

F. D. 69 42.7 2.6 2.3 

E. T. 75 25.7 4.3 1.4 
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found in elderly individuals is an im- 
portant factor interfering with their re- 
sponsiveness to rehabilitative measures. 
Evidences of senility, even though mini- 
mal, are undoubtedly related to reduced 
cerebral cellular function which in turn 
may well be the result of diminished 
cerebral metabolism. 

Although we have previously observed 
the lack of relationship between mental 
acuity and cerebral oxygen utilization," 
it must be pointed out that the latter 
measurement does not detect possible 
severe metabolic impairment of small 
brain areas which can influence signifi- 
cantly the state of alertness. Moreover, 
since the technic measures blood flow 
and metabolism per unit weight of brain 
tissue and gives no clue as to total 
amount of functioning neuronal ele- 
ments, a large proportion of the brain 
may suffer atrophy while the remaining 
cerebral substance yields normal or 
slightly to moderately diminished values 
for cerebral blood flow and metabolism. 
Therefore, the significance of the diminu- 
tion in cerebral blood flow and the me- 
tabolism observed in subjects with cere- 
bral vascular disease cannot be directly 
related to rehabilitation potential. 

In addition to possible organic changes 
that may influence the differences in re- 
habilitation potential in subjects with 
cerebral thrombosis, there is unquestion- 
ably a difference in psychological reac- 
tion to rehabilitative attempts, which 
may be due to a number of factors. Our 
subjects were all medically indigent in- 
dividuals with little hope of escaping 
from their economic predicament and 
little or no reason to respond to attempts 
at motivation on the basis of eventual 
self-sufficiency. Moreover, most elderly 
individuals were resigned to a relatively 
short remaining life expectancy, so that 
recovering from a disability toward 
which there was considerable apathy 
appeared hardly worth cooperative ef- 
forts. Nevertheless, since an older patient 
occasionally may show good motor recov- 
ery, no dogmatic statement can be made 
advising an attitude of therapeutic nihil- 
ism because of age alone. Since motiva- 
tion can be assessed and is a most im- 
portant factor in influencing a patient’s 


response to rehabilitative measures, psy- 
chological evaluation of patients with 
cerebral thrombosis may well constitute 
the most satisfactory method for selection 
of the more promising candidates for 
rehabilitative measures. 


Summary 


An attempt was made to correlate re- 
habilitative potentiality with measure- 
ments of cerebral hemodynamics and 
oxygen consumption in subjects with 
cerebral thrombosis. No relationship be- 
tween these measurements and recovery 
of motor function could be established; 
however, there appeared to be a relation- 
ship between age of the subjects and 
response. It is postulated that the tech- 
nics employed to measure the cerebral 
blood flow and oxygen utilization do not 
yield adequate information concerning 
the circulatory and metabolic character- 
istics of specific brain areas. Therefore, 
possibly some organic basis exists for the 
difference in rehabilitative potentiality 
between elderly and younger individuals. 
Another important factor is the psycho- 
logical reaction of the elderly group. 
Their poor economic future and _ rela- 
tively short remaining life expectancy un- 
doubtedly have an adverse influence on 
their motivation. 
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Cerebral Palsy: Methods of Treating the 
Neuromuscular Disabilities 


George G. Deaver, M.D. 
New York City 


In the condition that we now call cere- 
bral palsy, rehabilitation is perhaps more 
difficult than in any other neuromuscular 
disease. Before a program can be out- 
lined it is not only necessary to classify 
the type of neuromuscular involvement, 
the parts of the body involved, and the 
degree of involvement, but also to de- 
termine whether the brain damage has 
affected the vision, hearing, speech or 
intelligence. All of these factors must be 
correlated with the age of the patient 
and his social environment. The meth- 
ods for evaluating these various fac- 
tors have been generally accepted but 
opinions differ on the best procedures 
for treating the neuromuscular disability 
so that the child can perform self-care 
activities, ambulate, and have the maxi- 
mum use of his hands. 

The method of treatment recom- 
mended by Winthrop Phelps consists of 
various combinations of technics and 
modalities, which are used according to 
the patient’s type of motor disability and 
particular needs. The 15 technics used 
are massage; passive, active, active as- 
sistive, resistive, conditioned, automatic, 
confused, and combined motions; relaxa- 
tion; motion from the relaxed position; 
balance; reciprocation, and reach and 
grasp skills. By these technics the child 
is taught hand skills and ambulation. 
The application of these procedures 
differs for spastic, athetoid, and ataxic 
patients. In connection with these meth- 
ods extensive use is made of leg and body 
braces. 

In 1942 Fay developed an adjunct to 
Phelps’ treatment that involves the utili- 
zation of certain primitive nervous sys- 
tem patterns not destroyed by the brain 
injury. He traces the development of the 
human infant through various stages 
comparable to those through which all 
organisms have advanced. The young 
normal infant’s movements when placed 


on his stomach are amphibian, later rep- 
tilian movements occur, and gradually 
the four-footedness of the mammal de- 
velops as in crawling. The evolution of 
“pattern movements” takes place within 
a span of 6 to 9 months and reaches the 
level of upright man at the time when 
the child normally attempts standing and 
walking. 

According to Fay, these movements do 
not depend on an intact cerebral cortex 
but are under the control of the medulla, 
upper spinal cord, or mid-brain; thus, 
they still exist in spite of paralysis or 
destruction of the upper level of brain 
tissue. He has developed simple pattern 
exercises of training based on these prim- 
itive pattern movements, progressing 
through the various stages of amphibian 
to reptilian and then to the four-footed 
mammalian type of cross-pattern move- 
ments.! Fay cautions that this treatment 
is in no way complete in itself and that 
other measures must be added. 

Kabat departs from Phelps’ method 
of treatment, stating that it is unsound 
from a fundamental physiological point 
of view since, by this method, only 
a small portion of the available mo- 
tor units are excited. His method has 
for its foundation mass movement pat- 
terns against resistance of “reinforce- 
ment.” Timing and proprioceptive stim- 
ulation of stretch, pressure, and traction 
as well as the use of repeated contrac- 
tions, slow reversal, and rhythmic stabil- 
ization are incorporated in the reinforce- 
ment methods.” 

Pohl has developed a somewhat differ- 
ent therapeutic approach to the treat- 
ment of cerebral palsy. His treatment is 
based on the belief that the patterns of 
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muscular activity are primarily disturbed. 
His method starts with the smallest unit, 
a single joint. Once the patient is made 
conscious of the control of this joint, he 
progresses to larger body sections, such 
as a limb, and finally to patterns of move- 
ment of the entire body. The method 
is based primarily upon teaching patterns 
rather than upon invoking mere physical 


effort. Pohl also states that the use of 
braces, walkers, standing tables, and 
other apparatus is contrary to these 


methods because they interfere with the 
establishment and learning of normal 
patterns of muscle action in balance and 
walking.* 


Swartz has developed a method of 
“muscle reeducation through successful 
voluntary effort.” The treatment pro- 
gram is based on the following premise: 
“A child’s development is no greater 
than the sum of his successful voluntary 
efforts to express himself emotionally, in- 
tellectually and_ physically. Children 
with neuromuscular disorders can be 
stimulated voluntarily to attempt various 
activities; if the activities are suitably 
simplified, the patient’s efforts will be 
successful, will encourage the 
child to attempt the increasingly complex 
activities which lead to physical inde- 
pendence.” The Hartwell Carrier is 
used, which is a motor-driven, overhead, 
suspension carrier that facilitates crawl- 
ing, tricycle riding, and all phases of 
walking. 


The Bobaths believe that dominance 
of the postural system, with consequent 
inhibition of phasic reaction of both vol- 
untary and involuntary movements, is 
the main cause for the disorders of move- 
ment in the spastic patient. Treatment, 
in their opinion, must first aim at devel- 
opment of inhibitory control over the ex- 
aggerated postural reflexes. “The pri- 
mary object of treatment is to teach con- 
trol of primitive reflex reactions and is 
attained by special techniques for per- 
forming passive movements without any 
reflex contractions. The patient must be 
taught neither to assist nor to resist these 
passive movements. With increasing de- 
grees of relaxation and improved control, 
he gradually becomes aware of normal 
sensations under treatment. He must 


success 
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learn how to recapture these new sensa- 
tions, which are the foundation on which 
normal movement patterns can be 
built.”* 


The purpose of each of these methods 
is to develop the patterns of movements 
necessary to perform the activities of 
daily living. It is evident that someone 
is wrong in his methods of treatment. 
It is difficult to believe that neuromuscu- 
lar training without the use of braces 
will attain its objectives. 

In order to walk, 13 different move- 
ments in each lower extremity must be 
controlled by voluntary muscles, and 
these muscles perform different functions 
with each movement. When a cortical 
area sends forth an impulse for the per- 
formance of a definite movement the 
muscles that produce the movements are 
the prime movers or agonists. Practically 
every muscle has its antagonist, which 
must undergo a passive lengthening when 
the agonist contracts. Muscles may also 
act as fixaters and synergists. How can 
we expect a young child with athetosis 
of the lower extremities by means of 
“relaxation” or “by training of the inhi- 
bition of typical reflex movements and 
posture” to learn to control these move- 
ments? Perhaps therapists with the 
technics, patience, and types of cases who 
respond to this form of treatment may 
accomplish the results they desire. I 
have tried some of these neuromuscular 
training procedures but children do not 
seem to “hold the joint rigid while the 
therapist produces eccentric or isometric 
contractions alternating from agonist to 
antagonist.” The method that we have 
found most successful is to restrict all but 
two movements of an extremity by a 
prosthetic appliance, then utilize these 
movements to perform a_ functional 
activity. 


Ambulation 


In using this method to develop the 
walking pattern the following procedures 
are necessary to control the lower ex- 
tremities: 

The child is fitted with double, long 
leg braces with a pelvic band, or a 
Knight spinal brace, with ring locks at 
the hips and knees and 90 degree ankle 
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stops. He is then placed in parallel bars 
with the joints locked in order to develop 
standing balance. When he has learned 
standing balance the hip locks are 
opened, which allows flexion and exten- 
sion at the hip joints. The therapist, 
standing behind the child, grasps his 
wrists. At the count of one, the therapist 
moves the patient’s left arm forward and 
the child grasps the bar; at two, the right 
extremity is pushed forward with the 
therapist’s right knee; at three, the right 
arm is moved forward; and at four, the 
left extremity is moved. 

When the child is able to walk in the 
parallel bars unassisted, he is fitted with 
crutches and placed against the wall to 
learn standing balance. With his crutches 
under his arms and hip locks open he is 
taught how to shift his weight and raise 
the crutches. The same procedure is now 
followed away from the wall. The next 
procedure is to have the child learn to 
walk unassisted with the four-point 
crutch gait. When this has been accom- 
plished, one knee lock is opened; later, 
the other one is opened so that the child 
may develop a normal reciprocal pattern 
of walking. As the child progresses he is 
given new movements to control. When 
the pelvic band is removed it is necessary 
for him to control abduction and adduc- 
tion and the rotation movements of the 
hip. 

After years of practice some may be 
able to ambulate with a fairly normal 
gait without braces and crutches. To 
ambulate with braces and crutches neces- 
sitates the use of the upper extremities. 
There is no problem with the paraplegic 
and the hemiplegic cerebral palsied child 
who seldom needs crutches. In teaching 
the athetoid quadriplegic patient to am- 
bulate it is necessary to limit the move- 
ments of the upper extremities to flexion 
and extension of the shoulder joint. This 
often can be accomplished by using axil- 
lary crutches, adjusted so that the hands 
can grasp the hand-bars with the elbows 
fully extended, with restraining straps 


or metal bands, attached to the crutches 
to control the movements of the arm and 
forearm. The crutches should have suc- 
tion rubber tips to prevent slipping and 
be weighted with lead. With all the 


movements controlled except flexion and 
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extension at the shoulder and hip joints, 
the child is started on his program of 
ambulation. As each objective is attained 
new movements are added to his pro- 
gram such as removing the restraining 
bars for the arms, flexing the elbow, and 
removing weight from the crutches. A 
number of athetoid patients, after many 
years of training, are now able to ambu- 
late with a fairly adequate four-point 
crutch gait with double, long leg braces, 
open knee locks, and Lofstrand crutches. 


Hand Activities 


The paraplegic cerebral palsied child 
needs no training in hand activities and 
the hemiplegic child can usually function 
adequately with one normal hand. The 
athetoid and spastic quadriplegic patient, 
however, has great difficulty in control- 
ling the seven movements of the shoul- 
der, the four movements of the elbow 
and wrist, and the many movements of 
the fingers and thumbs. By following the 
same procedures as outlined for the con- 
trol of the lower extremities, that is elim- 
inating all but two movements, it is often 
possible to teach the child many self-care 
activities. By tying the arm to the body 
and placing a cock-up splint on the 
wrist, the movements of the upper ex- 
tremity are limited to flexion and exten- 
sion at the elbow joint. By placing a 
spoon under the cock-splint, which ex- 
tends under the palm of the hand, the 
patient can be taught to feed himself. He 
can also learn many self-care activities, 
such as washing his face and cleaning his 
teeth. When these movements are con- 
trolled, the arm band should be removed 
so that the child may learn to control the 
shoulder movements. At a later period 
it may be possible to gain control of the 
wrist, fingers, and thumb. 


Bed and Wheelchair Activities 


The most important part of the re- 
habilitation program for the cerebral 
palsied child is learning bed and wheel- 
chair activities. What is the value of 
teaching a child to ambulate with braces 
and crutches if the mother has to dress 
the child, put on his braces, and lift him 
to the standing position? If the parent 
becomes sick the child cannot move out 
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of bed. Practically every child in our 
children’s service has a tiny-tot or junior 
size wheelchair prescribed to meet his 
needs. Bed and wheelchair activities are 
taught in the ward by the rehabilitation 
nurse. Teaching a child these activities 
gives him strength and develops coordi- 
nation. It is surprising how quickly a 
child with athetosis or spasticity of the 
arms learns to roll his wheelchair. In the 
beginning he may hit one wall and then 
the other but he soon learns that forward 
progress can only be attained by produc- 
ing a coordinated movement. The .co- 
ordinated movements learned in rolling 
his wheelchair may be utilized in many 
other activities. A great number of cere- 
bral palsied children will never be able 
to ambulate adequately with braces and 
crutches: however, if they can be taught 
to get out of bed into a wheelchair and 
to roll themselves to the bathroom to per- 
form their necessary toilet activities and 
to the dining room table to feed them- 
selves, a great deal will have been accom- 
plished for these children and_ their 
parents. 

There comes a time in the treatment 
program when practically every child 
would benefit from in-patient care. It is 
possible to give better training to in- 
patients in toilet, dressing, and eating 
activities and to study the reactions of 
the child and parents when they are sep- 
arated. In most of the out-patient serv- 
ices for children with cerebral palsy this 
phase of treatment is not usually a part 
of the program. In order to meet the 
total needs of these children it would 
seem advisable to partition off in these 
clinics an area where these activities may 
be taught. By placing in this area a bed, 
which is the same height as the wheel- 
chair, a toilet, a wash stand, a bath tub 
without any water connections, a dress- 
ing table, and other objects needed for 
self-care, these important activities can 
be incorporated in an out-patient pro- 
gram. 


Selecting the “Educable Child” 
for Treatment 
No standard procedure has been de- 
veloped that can prognosticate which 
child will benefit from treatment. No 
one has had sufficient experience to tell 


with any degree of reliability the poten- 
tialities of the child with cerebral palsy 
who has had the benefit of early and 
adequate treatment and follow-up over 
a period of 15 years. Fifteen years ago, 
only a few physicians were able to pre- 
scribe for the cerebral palsied child and 
had the facilities to give adequate treat- 
ment. 

In a study of 200 ambulatory cerebral 
palsy adults who sought help from 
United Cerebral Palsy of New York City, 
it was found that 80 per cent lived with 
their families and many needed the help 
of their parents to care for their needs. 
Over 75 per cent were considered emo- 
tionally maladjusted; most of these in- 
dividuals received their education in the 
home or in hospitals.° One important 
fact that must be considered concerning 
these individuals is that the average age 
when treatment started was 12.9 years. 

We are now able to recognize brain 
damage at a very early age and to out- 
line a home program for the parents so 
that contractures are prevented, strength 
developed, and pattern of movements 
established. Many of the emotional 
problems of the parents and the child 
will be lessened in the children now un- 
der treatment. 

Many physicians have based their se- 
lections of patients to be admitted for 
treatment solely on the results of intelli- 
gence tests. It is necessary to have some 
policy in the selection of cases for treat- 
ment but often intelligence tests are not 
able to select the children who might 
benefit from treatment. A report from 
Duke University Cerebral Palsy Center 
states, “there are several children in our 
hospital with reported I. Q.’s below 65 
who, according to staff reports, are 
making excellent adjustment and exhib- 
iting marked progress in treatment. How- 
ever, there are other children of higher 
I. Q. who, despite comparable disabili- 
ties, appear to profit less readily by our 
treatment procedure.”® As yet, no one 
is able to prognosticate what a well- 
motivated child with even a severe dis- 
ability and mental retardation can ac- 
complish with adequate treatment and 
parents who are interested in helping. 
To attain our objectives requires ade- 
quate treatment, but adequate treatment 
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is defined in 


many ways. Physicians 
trained in the treatment of cerebral palsy 
are competent to outline a program of 
treatment; however, many parents be- 
lieve that adequate treatment means 
daily treatment. A child will not benefit 
from treatment when he has accom- 
plished all that can be expected of him, 
considering his chronological age, mental 
age, and physical disabilities. 

A survey of 65 children with cerebral 
palsy who were admitted as in-patients 
in our children’s service showed that the 
average length of stay for these children 
who lived in New York State, New York 
City, or nearby was 29.3 days. When a 
child has reached his achievement level 
he should be given a home program and 
checked each month on the progress be- 
ing made. After a year of physical and 
mental growth he can again be placed 
on an intensive daily program as an out- 
patient or in-patient. This procedure 
makes it possible to care for a greater 
number of children who need treatment. 
Unfortunately, far too many centers are 
controlled by parents of children with 
cerebral palsy. If a physician desires to 
help all the children in his community 
who need the services of his center, he 
must be sure that the policies and pro- 
cedures for conducting the clinic are 
clearly formulated and that the selection 
of the children to be admitted and dis- 
charged is his responsibility. 


Summary and Conclusions 


In the treatment of the neuromuscular 
disabilities there is a need for defining 
objectives and philosophy and for outlin- 
ing a method of treatment to meet these 
goals. The method that has been pre- 
sented has for its objective the training 
of the child to care for his daily needs, 
to ambulate, to have the maximum use 
of his hands, to develop adequate speech 
and hearing, and to have, insofar as 
it is possible, the appearance of being 
normal. We have found that in order to 
restrict nonfunctional movements and to 
develop patterns of functional move- 
ments, it is necessary to use braces, 
crutches, wheelchairs, and other pros- 
thetic appliances. 
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editorial 


OFFICIAL JOURNAL 
AMERICAN CONGRESS OF PHYSICAL MEDICINE AND REHABILITATION 
AMERICAN ACADEMY OF PHYSICAL MEDICINE AND REHABILITATION 


The Real Future of Physical Medicine 


We have been asked to comment on 
an editorial entitled “The Future of 
Physical Medicine” that appeared in the 
American Journal of Physical Medicine 
for December, 1955, pages 581 to 584. 
This editorial was written by a physician 
whose primary interest has always been 
in research in clinical physiology. 

We have told her that we are in rather 
sharp disagreement with the ideas ex- 
pressed in her editorial and asked her to 
understand that this is purely a profes- 
sional disagreement and does not reflect 
on our high personal regard for her or 
our admiration of her achievements as a 
research physiologist. She in turn has 
thanked us for warning her about this 
editorial and has said, “If my deductions 
are in error, I shall accept your criticism 
in good grace.” 

Although this physician has served as a 
director of departments of physical med- 
icine or physical medicine and rehabilita- 
tion in three different medical centers, 
she has, in our opinion, never been par- 
ticularly interested in the clinical field 
and she has never qualified as a diplo- 
mate of the American Board of Physical 
Medicine and Rehabilitation. Her edi- 
torial is an unwittingly made confession 
that she misdirected the clinical phases 
of her program because she was unaware 
of her clinical responsibilities and unable 
to provide the kind of clinical service 
that is customary with all medical con- 
sultative programs. She has now given 
up her work entirely and has retired. 
The reasoning employed in her editorial 
is in several instances based on premises 
which we believe are untenable and 


which have led her to reach several er- 
roneous conclusions. 


First, she discusses the relationship be- 
tween the specialist in physical medicine 
and the referring physician. She says 
that “the patient cannot engage two 
physicians to perform the same function. 
One must accept sole responsibility for 
the over-all welfare of the patient. He 
alone controls treatment. Only he can 
integrate the multidisciplinary aspects of 
so-called total or comprehensive medical 
care. Thus the mantle of responsibility 
rests on the shoulders of the referring 
doctor. * It is our considered 
opinion that her reasoning goes wrong 
at this point. The patient can and fre- 
quently does engage two or more physi- 
cians to perform the function of treating 
one disease. This is the very essence of 
group or institutional practice. Further- 
more, very few referring physicians are 
capable of integrating the multidisciplin- 
ary aspects of the total rehabilitation pro- 
gram. It takes 5 years of careful clinical 
training for a specialist in physical medi- 
cine and rehabilitation to qualify for 
direction of such an over-all program. 

The primary consultant, no matter 
how well he may be trained in some 
other specialty, is never really capable of 
integrating the various aspects of reha- 
bilitation as effectively as the trained 
clinical consultant in this field. The pri- 
mary consultant can and often does dele- 
gate such responsibility to the secondary 
consultant (the physiatrist) without los- 
ing primary control of the case. We 
know of many institutions where this is 
done routinely. The physiologist then 
concludes: “ . . . he [the primary con- 
sultant] can administer physical medicine 
only through the delegation of responsi- 
bility to ancillary personnel... .” In 
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our opinion she is wrong again. The pri- 
mary consultant should never delegate 
medical responsibility to lay personnel. 
The physiologist, as director of the de- 
partment, should have assumed this re- 
sponsibility just as the roentgenologist or 
the clinical pathologist assumes respon- 
sibility for the ancillary personnel work- 
ing under him. 

Having decided erroneously that she, 
as director of the department, should 
delegate her clinical responsibilities to 
the referring physician and that she 
should have him deal directly with her 
therapists, she states that the referring 
physician found his “frustration 
complete” because the therapists were 
“responsible administratively” to her, the 
physiatrist. Her reasoning once more is, 
in our opinion, incorrect. There should 
have been no frustration because the re- 
ferring physician should have relied on 
the physiatrist as a qualified clinician to 
direct the work of the lay therapists. 
The referring physician never hesitates 
to rely on the roentgenologist to direct 
his roentgen-ray technicians or to rely 
on the clinical pathologist to direct his 
own laboratory technicians, and the 
referring physician should have no hesi- 
tation in relying on the physiatrist in a 
similar manner. Her own position, she 
said, was also “untenable.” We believe 
that the only reason her position was 
untenable was her failure to establish the 
usual chain of authority and ethical 
interrelationships between primary and 
secondary consultant and between se- 
condary consultant and the ancillary 
workers who should be guided by the 
secondary consultant. 

She then says that “in the milieu of 
the average general hospital physical 
medicine is in a very real sense built on 
the assumption of responsibilities which 
should not be delegated by the referring 
doctor.” Once again, in our opinion, she 
makes an incorrect conclusion. These 
responsibilities can and should be dele- 
gated by the referring doctor to the 
physiatrist who is the physician best 
qualified to conduct this phase of medical 
care. 

Having failed completely to appreciate 
her own clinical responsibilities and 
having gotten herself in an “untenable” 


position and the referring physician in a 
position of complete “frustration,” she 
applied “two remedies”: (1) “pro- 
gramming” in which she tried to get the 
referring physician “to inform himself 
sufficiently on what was being done for 
the patient and to integrate the contri- 
bution of physical medicine with other 
aspects of total management” and (2) 
“reorganization of the administrative set- 
up of the department” by placing her 
physical therapists “in direct contact with 
She says that 
“the physical therapist was made to 
serve as the agent of the referring doctor 
rather than the physiatrist.” In other 
words, having followed the erroneous 
policy of releasing the guidance of her 
ancillary workers to referring physicians 
who surely could rarely have the 
knowledge necessary to direct such 
workers properly — she found everyone 
in a dilemma. She then tried the two 
remedies, which we consider illogical, of 
“programming” and “reorganization” : 
the first to assist the primary consultant 
“to inform himself sufficiently” so that 
he could develop an integrated program 
of treatment, and the second to place the 
lay therapists in the improper position of 
consultants to the primary physician. 

Having made her original error of 
releasing all her important clinical re- 
sponsibilities, she was now endeavoring 
to get the referring physician to take over 
her clinical duties and the therapists to 
take over her consulting duties. Neither, 
of course, had the training to do these 
properly. As a result, her whole pro- 
gram miscarried badly, in our opinion, 
even though she thought these remedies 
met with “considerable success.” With 
her plans she found herself “practicing 
administrative medicine” only, because 
she had failed completely to recognize 
her clinical and consultative respon- 
sibilities. 

If the physiatrist follows the usual 
practices that are well accepted between 
primary and secondary consultants, he 
need never be in direct competition with 
the referring doctor. The physiatrist must 
be, not only an administrator, but also a 
clinician and a consultant, and he can do 
so without being in direct competition 
with the referring physician. 


the responsible physician.’ 


She then goes on to say that “time has 
proved the essential incompatibility of 
the union” between physical medicine 
and rehabilitation. This is definitely, in 
our opinion, another incorrect conclu- 
sion. It was because they were compa- 
tible that the union occurred in the first 
place, and it is because of its success 
that certain professional jealousies have 
arisen. We are certain that these jealo- 
sies and jurisdictional disputes will sub- 
side in due time, just as they have in 
the case of other new specialties. 

She finally concludes by saying that 
“scholarship” the only foundation 
upon which physical medicine can “hope 
to build an enduring future.” And at 
last we find ourselves agreeing with at 
least one statement in her editorial! 

We can only conclude that we would 
have retired, too, if we had gotten our- 
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selves into so many difficulties as did this 
fine research physiologist, simply because 
she failed to recognize the importance 
of her duties as a clinician and consultant 
and failed to understand the usual ethical 
and administrative relationships that 
should always exist among primary con- 
sultant, secondary consultant and ancil- 
lary worker. The major responsibility of 
the physiatrist must always be in the 
clinical field. We desire to stress most 
vigorously that only the fully trained 
physician can provide adequate clinical 
practice and direction of satisfactory 
programs in physical medicine and reha- 
bilitation. The real future of physical 
medicine and rehabilitation lies in good 
clinical practice. 


Frank H. Krusen, M. 
Rochester, Minn. 


D. 
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A Comparison of Cortisone and Aspirin in 
the Treatment of Early Cases of Rheuma- 
toid Arthritis. A Report by the Joint Com- 
mittee of the Medical Research Council 
and Nuffield Foundation on Clinical Trials 
of Cortisone, A.C.T.H., and Other Thera- 
peutic Measures in Chronic Rheumatic 
Disease. Brit. M. J. Part 2:695 (Sept. 17) 
1955. 


The authors present a follow-up study first 
reported in 1954 on 61 patients with rheuma- 
toid arthritis who were treated with either 
cortisone or aspirin. Patients admitted in the 


First week Day 1 
First week Day 2 
First week Day 3 to 7 
Second week Day 8 to 14 


Third to twelfth week 


study must be within the ages of 2 to 59 years 
inclusive; have poly-arthritis of the rheuma- 
toid type affecting at least four joints and 
bilateral involvement of either hands or feet, 
ankles or wrists, and have had the disease for 
not less than three months and not more than 
nine months. 


Each patient was admitted to the hospital 
for a period of at least four weeks. Patients 
were treated for twelve-week periods through- 
out the year with each thirteenth week being 
set aside for evaluation. The specified courses 
for adult patients were as follows: 


Cortisone Aspirin 
300 mgm. 60 gr. q.d. 
200 mgm. 60 gr. q.d. 
100 mgm. q.d. 60 gr. q.d. 
50 mgm. q.d. 20 gr. q.d. 


25 to 200 mgm. q.d. 


10 to 80 gr. q.d. 
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This course was carried out throughout the 
first year and continued through the second 
year unless no medication was necessary or 
the disease was in remission 

The patients were evaluated concerning the 
blood hemoglobin, blood sedimentation rate, 
joint tenderness, range of motion and strength 
of grip, tests of dexterity, and functional ca- 
pacity. Grip strength was determined by 
squeezing an inflated bag. Dexterity was 
judged by noting the time required for the 
patient to tie six double knots if the hands 
were involved, or to go up and down ten steps 
if the legs were involved. 

Observations made during the second year 
were similar to those previously noted in that 
there was a marked similarity in the results of 
both groups. X-rays taken during the second 
year showed little difference with respect to 
osteoporosis. 

Side effects were noted in an equal number 
of patients in each group and therapy had to 
be terminated in one patient in each group 
because of marked side reactions. 


Parental Permissiveness and Fostering in 
Child Rearing and Their Relationship 
to Juvenile Delinquency. Adelaide M. 
Johnson, and Edmund C. Burke. Proc. Staff 
Meet. Mayo Clin. 30:557 (Nov. 30) 1955. 


The authors make the point that the basis 
for juvenile delinquency is “unconscious sanc- 
tioning and fostering’ by parents. Lack of 
spanking or punishment is not the explanation 
for delinquency. Rather the cause may lie in 
the unconscious attitudes and feelings of the 
parents toward the child’s actions. A child’s 
conscience develops through _ identification 
with parental behavior. At the same time 
conscience will develop in harmony with the 
parents’ expressed or unexpressed feelings for 
a child and their image of the child. 

A child must learn that there are rigid 
taboos against crimes such as murder, theft, 
and rape. Strict training at home during the 
first six or seven years of life is basic to devel- 
opment of morality. Neurosis is not usually 
the result of prohibitions. It comes about 
rather from repression of feelings concerning 
the prohibitions. A “neurosis with a strong 
conscience is more amenable to therapy than 
delinquency in which the conscience is weak.” 

In short, to understand a delinquent child 
one must understand. the parents. Dissemi- 
nation of this knowledge to the layman may 
be a way of curbing delinquency. 


Swivel Hip Prosthesis. Indications for its 
Use. C. Sceuderi. Proc. Inst. Med. Chicago 
21:38 (Mar. 15) 1956. 


Superior results are being achieved with 
a type of prosthesis for nonunion of the 
fractured neck of the femur that contains a 
stem which extends down the medullary 
canal of the femur to give permanent stability. 


The Judet prosthesis does not give this stabi- 
lity. The device consists of a freely movable 
ball on a stem that extends into the shaft of 
the femur for 6 inches. The ball is available 
in a large, medium, or small size and can be 
adapted to any form of acetabulum. The 
prosthesis also contains adjustable collars so 
that its length can be adjusted for maximum 
leverage for muscular attachment to the 
greater trochanter. This restores the length of 
the leg, abduction ability, and stability of the 
hip joint. Further time is required for final 
evaluation of the indications for the device 
and for determination of its ultimate form. 


Respectable Hypnosis. R. Asher. Brit. 
M. J. 1:309 (Feb. 11) 1956. 


Hypnosis, defined as a state of exaggerated 
suggestibility produced by suggestion and 
fixing of attention, deserves more serious in- 
terest from the medical profession. This form 
of treatment has been shunned by physicians 
probably because of its misuse by charlatans 
and the sinister notoriety endowed by sensa- 
tional literature. The author has used hypnosis 
for 12 years as an ancillary method of 
treatment, and for 6 years has devoted one 
out-patient session a week to its use. The 
technic for induction of hypnosis is described ; 
it is stressed that the more straight forward the 
procedure the better 

It is a mistake to attempt to define a 
classical state of hypnosis since the phenomena 
induced are not clear-cut entities like the 
stages of anesthesia. These phenomena include 
paralysis, rigidity, anesthesia, automatic obe- 
dience, delusions, somnambulistic trance, and 
posthypnotic suggestion and amnesia. 

Case histories are presented of patients with 
warts, hyperhydrosis, eczema, alopecia, hys- 
teria, and anxiety state. Results of treatment 
of these patients indicate that hypnosis may 
be helpful in these conditions, but there are 
several disadvantages to hypnotic treatment. 
Only about 40 per cent of patients are 
susceptible to deep hypnosis. Even though 
light hypnosis may often be induced in the 
remainder with good results, patients are 
disappointed if they do not go into a deep 
trance. Patients also have other miscon- 
ceptions about hypnosis. A hypnotic clinic 
is likely to receive a miscellaneous assortment 
of conditions not benefited by other forms of 
treatment. Then, too, the procedure is time- 
consuming, necessitating a small patient load. 
Despite these, and other, drawbacks, evidence 
indicates that much more could be done with 
hypnotism and more work is needed to eval- 
uate its indications and limitations. 


Thoracic Pain of Musculoskeletal Origin. 
Mark B. Coventry. Proc. Staff Meet. Mayo 
Clin. 31:6 (Jan. 11) 1956. 


Various causes of thoracic pain of musculo- 
skeletal origin are reviewed by the author who 
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is an orthopedic surgeon. He points out that 
skin and subcutaneous tissue may be a source 
of pain, either functional in patients with a 
low threshold or organic when a _ collagen 
disease is involved. Breast tissue is often a 
seat of inflammation. The spinal column may 
be the seat of pain, referred to the chest wall 
because of developmental defects, trauma, 
tumor, infection, degenerative disease and 
rheumatoid spondylitis. Rib involvement may 
cause chest pain as a result of trauma, in- 
fection, or neoplasm. The commonest causes 


of pain originating in the muscles and 
fasciae are fatigue and_ strain. Collagen 
disease and trichinosis should not be over- 
looked. Shoulder girdle involvement causes 


chest pain because of the intimate connection 
between the shoulder and the thorax muscles 
attached to the scapula, humerus and clavicle 
may also have attachments on the chest wall. 
Tendinitis, periarthritis and bursitis are often 
the causes of chest pain. 


The Physiologic Basis of Electrodiagnosis. 
Morris Vogel; Lawrence Weinstein; 
Edward Delagi, and Arthur S. Abramson. 
Phys. Therapy Rev. 36:42 (Jan.) 1956. 


Most electrodiagnostic procedures are used 
to determine the integrity, or lack of it, of the 
lower motor neuron. The authors describe 
briefly the anatomy of the anterior horn cell, 
its connections in the nervous system, and its 


terminations at the muscle fibers. The phy- 
siology of nerve impulse transmissions is 
discussed briefly, including what is known 


about both the electrical and chemical phe- 
nomena involved. The electrochemical trans- 
mission of the impulse across the myoneural 
junction is also covered slightly by the authors. 
The typical findings of denervation and in- 
nervation and the physiological basis of these 
findings is gone over briefly for each galvanic 
and faradic testing, and _ electromyogram 
recordings. 


The Spondylitis of Juvenile Rheumatoid 
Arthritis. Robert E. Barkin; Sydney 
Stillman, and Theodore A. Potter. New 
England J. Med. 253:1107 (Dec. 22) 1955. 


At the Robert Breck Brigham Hospital in 
Boston spinal involvement in rheumatoid ar- 
thritis in children was studied. It was found 
that in 71 children with juvenile rheumatoid 
arthritis 57 or 80 per cent gave clinical 
or x-ray evidence of spinal involvement. Spon- 
dylitis was never seen without evidence of 
peripheral joint disease also. Sometimes neck 
pain, stiffness and limitation of motion were 
present before there was any peripheral joint 
involvement, however. The distribution 
between males and females was equal. The 
neck was the most common area of the spine 
involved; the next most common was the 
lower back. The average age of first noted 
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spondylitis was 9.6 years but it is pointed out 
that this is probably not the correct age of 
onset because in many cases spondylitis is not 
recognized until long after it has occurred. 

Symptoms of spinal involvement may be 
pain and stiffness anywhere in the back, neck, 
or sacroiliac regions. Either early or late in 
the process of the juvenile rheumatoid 
arthritis process, limitation of motion of the 
neck, some fixed roundness of the thoracic 
spine, and a flattening of the lower back may 
develop. 

X-ray findings pointed out by the authors 
are as follows: “There is narrowing, irregu- 
larity, and often fusion of the apophyses and 
also of the sacroiliac joints .” “In the 
areas of the spine affected the vertebral bodies 
are underdeveloped in height and breadth, 
and the intervertebral discs are likewise 
narrow...” “An outstanding feature of the 
spinal arthritis in children is the lack of cal- 
cification of the paravertebral ligaments.” 


Thoracic Pain in Cardiovascular Disease. 
Thomas J. Dry. Proc. Staff Meet. Mayo Clin. 
31:10 (Jan 11) 1956. 


The author, an internist, reviews the chief 
causes of chest pain in cardiovascular disease. 
He stresses that the patient's symptoms as 
elicited by a careful history are often more 
to be trusted than clinical findings. 

The character of the pain resulting from 
myocardial ischemia is outlined. Angina of 
effort is differentiated from angina associated 
with myocardial infarction. Pain associated 
with pericardial irritation and diseases of the 
aortic arch are also discussed. Pain non- 
cardiac in origin such as that associated with 
various diseases of the gastro-intestinal tract, 
myasitis, arthritis and mediastinal emphysema 
must be ruled out. Knowing the various pain 
patterns is the key to differential diagnosis. 


Sensory Innervation of the Thorax and 
Thoracic Pain of Neural Origin. Kendall 
B. Corbin. Proc. Staff Meet. Mayo Clin. 31:2 
(Jan. 11) 1956. 


This paper is one of a series in a symposium 
on the diagnosis of thoracic pain. The author, 
a neurologist, reviews the sensory innervation 
of the chest wall, the diaphragm, the peri- 
cardium and visceral pleura, the lung and its 
passages, the heart, and the esophagus. 
Various causes of thoracic pain of neural 
origin are listed and characteristic symptoms 
are described. Pathological conditions to be 
considered in a differential diagnosis are cord 
tumor, trauma to the cord, myelitis, hema- 
tomyelia, vascular disorders, multiple sclerosis, 
and acute necrosis of the cord. Irritation of 
the lateral spinothalamic tracts is presumably 
the cause of such pain. Various causes of 
radicular pain are also mentioned. This pain 
is characteristically sharp and jabbing rather 
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Trauma to the 
these 


than constrictive or burning. 
intercostal nerves or 
nerves must also be considered in differential 
diagnosis. The involvement of the lower cer- 
vical roots and the brachial plexus should not 
be overlooked as possible sources of thoraci 
pain. This review should be of value to the 
practicing physician 


compression of 


Sela, 
Feb 


Myofascial Pain Syndromes. A. E. 
and R. L. Williams. Neurology 6:91 
1956. 


In the authors’ experience, myofascitis as a 
clinical entity 
frequent causes of pain in a military popu- 
lation. It wide 
symptoms, usually pain which varies from low 
grade discomfort to a incapacitating 
pain frequently associated with a deep burning 
aching Sensitive trigger 
areas are usually present, stimulation of which 
produces a pattern of pain locally or radiating 
or referred to a site at 
not necessarily 
segment 

Commonest predisposing factor appears to 
be acute or chronic 


represents one of the most 


may represent a variety of 


severe 


sensation points or 


and 
the distribution of a nerve or 


some distance 


how- 
ever, any type of stress, psychogenic or or- 
ganic, may precipitate an attack. The 
constant pattern, the production of discrete 
areas of erythema over the trigger points when 
galvanic stimulation is used, and the decreased 
skin resistance in the sensitive areas indicate 
some physiological disturbance. 

The more common trigger points in the 
upper trunk occur in the levator scapulae, in- 
fraspinatus, trapezius, and pectoralis major 
In the lower trunk the sensitive areas are 
commonly found in the quadratus lumborum, 
gluteus medius, tensor fascia lata, gastroc- 
nemius, and anterior tibial muscles. Any 
muscle can be a trigger area. Several of these 
syndromes are discussed. 

Treatment recommended, on the basis of 
1000 cases, is isotonic sodium chloride or 
physiologic saline injection of the trigger 
points, both for diagnostic and therapeutic 
purposes. The rationale of this treatment is 
discussed. 


mechanical stress: 


Nature and Significance of Pentosuria in 
Neuromuscular Disease. D. B. Tower, et al. 
Neurology 6:125 (Feb.) 1956. 


Quantitative excretion of free aldopentoses 
in 24-hour urine specimens in 55 patients with 
and without muscle disease was studied. There 
was a significant increase in the 24-hour mean 


excretion per kilogram body weight of 
children and adults with myopathies as 
compared to normal children and adults. 
Identities of the pentoses excreted were es- 
tablished by two-dimensional paper chromat- 
ograms. Eight carbohydrate compounds were 
identified, the majority containing glucose, 
xylose, arabinose, and ribose. A few exhibited 
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spots identified as lactose, galactose, desoxy- 
ribose, and a uronide. No ketoses were de- 
tected with the possible exception of fructose. 
There was no qualitative difference between 
the group excreted by patients without mus- 
cular disease as compared with those having 
myopathies. Quantitatively, arabinose pre- 
dominated in the urine specimens in the group 
with no whereas ribose 
appeared to be significantly higher in cases 
with muscular disease 


suggest that 


muscular disease, 


The findings 
muscular 


patients with 
dystrophy, myatonia dystrophica, 
gravis, and muscular atrophy 
unknown cause) excrete significantly higher 
amounts of free aldopentoses in 24 hours, con- 
sisting largely of ribose, than patients with 
diseases such as multiple sclerosis, spinal cord 
disease, cerebral seizures, and uveitis. 

No correlation of these findings with the 
clinical status could be established (based on 
duration of rate of progression, 
degree of muscular involvement and disability, 
histopathology, and electromyography ) . 

The studies suggested that as residual 
functional muscle is reduced, the excretion of 
pentoses, mostly as ribose, increases. : 

The implications of these findings in terms 
of source of the pentoses excreted and in terms 
of pentose metabolism are discussed. 


myasthenia 


disease, 


Activity of Knee Joint Proprioceptors 
Recorded from the Posterior Articular 
Nerve. L. A. Cohen. Yale J. Biol. & Med. 
28:225 (Dec.-Feb.) 1955-1956. 


Activity of knee joint proprioceptors was 
recorded from the posterior articular nerve 
in decerebrate cats in response to the full phy- 
siologic range of the joint. In vivo, electrodes 
were used with the cat held in normal 
standing position. 

Proprioceptive firing occurred at all angles 
of the knee joint. Any individual proprio- 
ceptor fired only during a limited range of 
motion of the knee joint. The threshold at 
which each proprioceptor fired was quite 
precise and accurate. Once the threshold for 
firing is reached during joint movement, the 
rate of firing increases until the point of max- 
imum sensibility is reached, after which it 
decreased until it ceased entirely as 
the joint is moved beyond the sensitivity 
range. With static position of the joint, slow 
adaptation of the receptor occurs. Threshold 
angles were different depending on whether 
flexion or extension was employed. 

It is suggested that there is one type of 
proprioceptor in the knee joint of the cat and 
that activation of any given proprioceptor can 
be achieved when sufficient stress occurs in the 
area of the capsule in which the receptor is 
situated, the amount of stress at any instant 
depending on the particular angle of the joint 
and the direction, if any, in which the leg is 
being moved. 


usually 
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Modification of the Respiratory Response 
to Carbon Dioxide by Salicylate. James K. 
Alexander; Harold F. Spalter, and John 


R. West. J. Clin. Invest. 34:533 (April) 
1955. 
Inhalation of carbon’ dioxide causes 


increased ventilation. The amount of change 
of respiration caused by the physiologic 
stimulus carbon dioxide effecting the nervous 
regulatory mechanism has reasonably 
well defined. Salicylate toxicity also causes 
hyperventilation. The effect of salicylate on 
the sensitivity of the carbon dioxide effect was 
studied. Three normal medical students were 
given 1.8 to 2.4 grams of acetyl salicylic acid. 
The effect of increased respiration caused by 
breathing 3 per cent and 5 per cent carbon 
dioxide was studied before and after ingestion 
of the More specifically, the 
increases in alveolar ventilation as caused by 
arterial dioxide tension 
and hydrogen ion concentration were re- 
corded. Relatively constant levels of salicylate 
in the blood ranging from 12 to 16 mg. per 
cent were maintained while the students were 
studied. With the blood salicylate levels of 
this order, respiratory sensitivity to the carbon 
dioxide-hydrogen ion stimulus increased 84 to 
307 per cent. These results are interpreted as 
providing experimental evidence that an 
increase in the sensitivity of the nervous 
regulatory normal chemical 
stimuli is at least one means whereby hyper- 
ventilation is induced by salicylates. 


been 


salicylates. 


increases in carbon 


mechanism to 


Lumbar and Sacral Compression Radicu- 
litis (Herniated Lumbar Dise Syndrome). 
Donald Munro. New England J. Med. 
254:243 (Feb. 9) 1956. 


This is a report of a clinical investigation 
carried out over 17 years on 545 patients who 
either had or were believed to have had a low 
lumbar and upper sacral compressive radicu- 
litis. The most frequent cause of the radi- 
culitis was a ruptured intervertebral disc. 

The three chief causes of injury leadinz to 
a radiculitis were “lifting,” ‘ta fall’ and an 
undetermined etiology called “no cause” by 
the patient. The history is that of 
initial back injury followed by recovery after 
therapy. This is followed by 
recurrence of symptoms months or years later 
due to a succession of similar injuries with 
greater and greater invalidism each time. 

Pantopaque was used in performing 435 
myelograms. In 53 per cent of the patients 


usual 


conservative 


operative findings agreed with the myelo- 
graphic diagnosis. Postmyelographic com- 
plications occurred in 69 per cent of the 


patients. Lipiodol and air were discarded as 
media for myelography because of too high a 
percentage of error and unreadable films. Ski- 
odan gave too high an incidence of postmyelo- 
graphic complications. 

The author feels that the chief indication 


for surgery is evidence of compressive radicu- 
litis or cauda equinitis. Technical operative 
considerations are adequate exposure and 
meticulous hemostasis. The chief postoperative 
complication is the development of hematoma 
and its complications deep in the wound. 


Osteochondritis Dissecans of the Knee: A 
Review of Fifty-Five Cases. N. R. Lewis, 
and P. K. B. White. Ann. Phys. Med. 3:13 
(Jan.) 1956. 


The authors have presented a report on 
55 cases of osteochondritis dissecans. This 
disease represented four per cent of all knee 
conditions treated at the Royal Air Force 
Medical Rehabilitation Units. Although the 
etiology of this disease is not entirely under- 
stood, trauma is implicated. In this series 
70 per cent of the patients gave a definite 
history of trauma 

Early diagnosis can be made when there 
is aching pain localized to the affected 
condyle, tenderness, and signs of a loose body. 
Tunnel views with the knee flexed 15 degrees 
may reveal early lesions. In the acute stage 
when there is joint effusion, and increasing 
pain, limitation of motion immobilization is 
essential. As the condition improves carefully 
graded exercise may be instituted. If the 
fragment is clearly separated it should be 
removed surgically. 

Of 55 patients treated, 47 were operated on 
either for removal of a cartilage or loose body: 
17 were returned to full duty, 28 to modified 
duty and 10 invalided. Of the 55 
patients, 67 per cent were between the ages 
of eighteen and twenty. Other sites of the 
disease may be the hip, ankle, elbow and 


were 


spine. 


Potential Reversibility of the Hemiplegic 
Gait. W. J. Treanor, et al. U. S. Armed 
Forces M. J. 7:179 (Feb.) 1956. 


A new approach to the principles of 
management of patients with spastic hemi- 
paresis is proposed. The pattern of recovery 
in a series of 125 patients is reported, ob- 
influence of various physical 
therapy procedures. The series of cases con- 
sidered was nearer the median age than 
would be found in a similar series in a civilian 
hospital. Traumatic encephalopathy was the 
causative factor in 20 cases, and in 56 cases 
the type of CVA indeterminate, the 
largest group. 

The hemiplegic gait was discussed under 
four categories: 

(1) Postural hypertonus. Motor recovery 
appeared earliest in the “‘prop” muscles of the 
leg, namely the extensors of the knee and 
ankle. There is a relative hypotonia of the 
antagonistic flexors of the knee and dorsi- 
flexors of the foot. More rapid restitution of 
motion in the flexor groups was seen in only 


serving the 


was 
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two patients, both of whom had been confined 
to strict bed rest because of concomitant sys- 
temic diseases 

(2) “Lateral leg” asynergia. A delayed 
return occurred in the laterally placed muscles 
of the lower extremity. This included the in- 
ternal rotators of the hip, the biceps femoris, 
and the muscles producing dorsiflexion of the 
foot in eversion. Dorsiflexion of the foot in 
eversion was by far the most reliable indi- 
cation of return of function of the muscles of 
the lower leg. 

(3) Delayed return in the proximal 
muscles. Satisfactory return of function of 
hip musculature occurred only when there 
was restitution of the gluteus medius. 

(4) Genu recurvatum. Frequently this 
occurred when patients were unable to extend 
the knee completely when the hip was flexed 
Paresis of the vastus medialis and rectus 
femoris and overactivity of the gastrocnemius 
were present frequently. 

Altering the hemiplegic gait was most satis- 
factorily accomplished by attempting to 
correct the four stated factors by: 

(1) Rigid control of ambulation. Ambu- 
lation was permitted only when the flexor 
muscles of the thigh had recovered suffi- 
ciently to equal or overcome the extensors, 
i.e., when, during stance, the patient could 
flex the knee fully without any concomitant 
flexion at the hip. (2) Selective re-education 
of the indicated muscles and muscle groups. 
(3) and (4) Chemical nerve blocks and sur- 
gical interruption of nerve conduction were 
used to assess residual strength in hypotonic 
groups and as a means to selective re-edu- 
cation of muscles and muscle groups. 

The physiologic basis for this approach to 
rehabilitation of the hemiplegic is discussed. 


Ruptured Thoracic Discs. N. H. Horwitz, 
et al. Yale J. Biol. & Med. 28:322 (Dec.- 
Feb.) 1955-1956 


The authors saw five cases of typical rup- 
tured thoracic intervertebral discs during the 
18 months prior to this report. These were 
studied by myelography, treated by surgery, 
and the results, in contrast to some previous 
reports, were sufficiently gratifying to warrant 
reporting 

Ruptured discs in this area may be divided 
into two distinct classes: those producing pres- 
sure on the spinal cord resulting in long tract 
signs, and those more laterally placed pro- 
ducing pressure on nerve roots with typical 
radicular signs and symptoms 

In the five cases, two features were con- 
sistently present: myelogram was positive, and 
there was definite elevation of protein content 
in the spinal fluid, the average elevation being 
greater than that usually seen in ruptured 


discs of the lumbar or cervical region. A tumor 
was believed to be more likely preoperatively 
in the two cases having long tract signs. Mul- 
tiple sclerosis, herpes zoster, and psychoneur- 
osis were diagnoses considered in all five 
patients. 

Pain was relieved completely by surgery in 
all cases. Long tract signs were relieved com- 
pletely in one case and greatly improved in 
the other. 

The possibility of ruptured intervertebral 
disc of the thoracic region as a cause for un- 
explained pain in the thorax and abdomen is 
suggested. Negative abdominal explorations 
and gall bladder studies as well as diagnoses 
of psychoneurosis or some functional disorder 
may be avoided if this condition is consid- 
ered. 


Osteoarthritis of the Cervical Spine. John 
G. Kuhns. New England J. Med. 254:60 
(Jan. 12) 1956. 


The author divides cervical osteoarthritis 
into three stages of degeneration although he 
grants that symptoms, clinical findings and 
roentgenologic changes may vary greatly. 

The early stage is most common and is 
characterized by pain, stiffness and spasm of 
the antigravity muscles. In the second stage 
there is narrowing and degeneration of the 
intervertebral disc. Pain is referred to the 
dermatomes of the nerve roots which are 
irritated. The third stage is_ irreversible. 
Changes take place in the vertebrae as well 
as the discs; symptoms are related to mechan- 
ical derangement as well as to nerve root 
irritation 

The etiology is not clear but mechanical 
stress and endocrine disturbance is implicated. 
Symptoms generally are related to over- 
stretching of muscles and ligaments. The 
spinal cord and sympathetic nervous system 
may also be involved. 

In the early stage treatment consists of the 
use of heat, massage, a padded collar and 
small pillow. This gives symptomatic relief, 
support and good alignment. In the second 
stage, continuous neck traction with 10 to 15 
pounds is advised for two weeks. If this is of 
no avail surgical intervention such as removal 
of the posterior portion of the intervertebral 
joint or enlargement of the foramina is indi- 
cated. Treatment in the late stage is wholly 
symptomatic. The author, however, does not 
explain why surgery may not be of benefit 
in this stage. 

End stages are extreme bony proliferation 
about the anterior margins of the vertebrae, 
forward subluxation, osteoporosis with short- 
ening and forward displacement of the cervi- 
cal spine. 


= 


medical news 


Members are invited to send to this office items of news of general interest, 
for example, those relating to society activities, new hospitals, education, etc. 


Programs should be received at least six weeks before the date of meeting. 


Personals 


Michael M. Dacso, New York City, has 
been appointed to serve on the North Amer- 
ican Committee of Cooperation of the First 
Pan American Gerontological Congress to be 
held in Mexico City, in September of this 
year. At the regional meeting of the Am- 
erican Federation of Clinical Research held at 
Eloise, Michigan on April 7, Lewis Cohen of 
Detroit presented a paper “Digital Plethys- 
mography Its Diagnostic Value in the Re- 
habilitation of Patients Having Peripheral Ar- 
terial Disease.’ John Deyton, St. Louis, 
Mo., addressed the St. Clair County Medical 
Society on “The Role of the Physiatrist as a 
Consultant in the Management of Rehabili- 
tation Problems” last February 2.— The 
Southwest Regional Conference of the Amer- 
ican Public Welfare Association met on April 
4. Herbert Kent, Oklahoma City, spoke on 
“Rehabilitation Aspects in Chronic Disease.” 

Louis B. Newman, Chicago, gave a series 
of lectures to the Honolulu County Medical 
Society, the Tripler General Hospital and to 
the Staff of the VA Regional Office in Hono- 
lulu during February of this year. The topic 
was “Physical Medicine and Rehabilitation 
and Its Role in the Total Medical Man- 
agement of the Disabled.” The Southern 
California Society of Physical Medicine has 
elected the following officers for the coming 
year: Roy H. Nyquist, Long Beach — Pres- 
ident; Elizabeth Austin, Los Angeles — Vice 
President, and David Rubin, Los Angeles — 
Secretary-Treasurer. — Roswell Lowry of 
Cleveland spoke at a weekly conference on 
April 18 sponsored by the Cleveland Regional 
Office of the VA. His subject was “Pre- 
sentation of Interesting Cases by the De- 
partment of Physical Medicine and Rehabi- 
litation.”” — Members of the Solano County 
Medical Society heard 8S. Malvern Dorinson 
of San Francisco speak on “Some Practical 
Aspects of Physical Medicine and Rehabili- 
tation.” — A. David Gurewitsch, New York 
City, has been named Director of Medical 
Services for the Institute for the Crippled and 
Disabled. He has also been named Associate 
Clinical Professor of Physical Medicine and 
Rehabilitation at the College of Physicians 
and Surgeons, Columbia University. — The 
Crile VA Hospital, Cleveland, recently held 
“A Phystheatric Demonstration on Paraplegia 
Rehabilitation” and the following Congress 


members participated: Harry T. Zankel and 
Bruce B. Sutton. The demonstration was 
titled To Walk Again. — Ralph E. Worden 
of Columbus, Ohio presented a scientific ex- 
hibit on “New Hydrotherapeutic Tank” at 
the Ohio State Medical Association Meeting 
held in Cleveland, April 10-12. Mieezyslaw 
Peszezynski and Nadene Coyne were co- 
exhibitors in the technical exhibit entitled 
“Able to Live Again.” The following Congress 
members presented papers at the meeting: 
Justus F. Lehmann, “Ultrasonic Treatment 

Indications, Contraindications and 
Dangers’; Paul A. Nelson, “Syndromes Re- 
lated to Compression at Cervico-Dorsal 
Outlet,” and Nadene Coyne, “Prevention of 
Deformity in Poliomyelitis.” Dr. Zankel was 
chairman of the Section on Physical Medicine 
and Keith C. Keeler of Akron assisted as 
secretary. — The Gonzales Warm Springs 
Foundation is presenting a symposium on 
“The Rehabilitation of Paraplegic and Quad- 
riplegic Patients,’ from February 10 thru 
June 1. Odon F. von Werssowetz is mod- 
erator as well as lecturer of ten of the subjects 
outlined; Emma Varnerin presented the topic 
“The Care of Skin and Decubiti Ulcers.” — 
The following Congress members participated 
in the 1956 annual meeting of the State 
Medical Society of Wisconsin held in May 
at the Hotel Schroeder: E. C. Welsh pre- 
sented a scientific exhibit entitled “Latest De- 
velopments in Upper Extremity Prosthetics” ; 
Ray Piaskoski’s exhibit was on “Preventive 
Measures in the Management of Hemiplegia.” 
—The Alabama State Medical Association 
met in Birmingham in April. One of the 
speakers was Ferdinand F. Schwartz of Bir- 
mingham who chose as his subject “Ultra- 
sonics in Medicine.” Dr. Schwartz addressed 
the Medical Society of Curacao, Dutch West 
Indies in February and the Mississippi Med- 
ical School at its meeting on rehabilitation in 
March. He established a new physical med- 
icine and rehabilitation department in the 
Baptist Hospital in Barranquilla, Colombia, 
S. A. earlier this year. 

New officers of the Chicago Society of Phy- 
sical Medicine and Rehabilitation elected at 
the annual meeting, April 21, are Gusta 
Davidsohn, Chicago, President; Ralph E. 
De Forest, Chicago, Vice-President; Ray 
Piaskoski, Wood, Wis., Secretary, and Y. T. 
Oester, Chicago, Chairman of the Program 
Committee. — Donald A. Covalt, New York 
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City, has been appointed official delegate rep- 
resenting the American Congress of Physical 
Medicine and Rehabilitation at the Second 
Congress, World Confederation for Physical 
Therapy William J. Erdman, II, Phila- 
delphia, has been appointed Medical Director, 
Division of Physical Therapy, School of Auxi- 
liary Medical Services of the University of 
Pennsylvania. Otto Glasser, Cleveland, 
has been named a guest editor for the mag- 
azine Modern Medicine in a new series titled 
“New Tools for Research.’ Dr. Glasser’s color 
portrait recently appeared on the cover of 
Modern Medicine.—Catherine Corson West, 
Minneapolis, was mistress of ceremonies at the 
annual Founder's Day banquet of Epsilon 
chapter, Alpha Epsilon Iota, professional med- 
ical sorority, in St. Paul on February 23 

The Medical Association of Georgia had its 
106th annual session in May. Christopher 
J. McLoughlin of Atlanta was presiding of- 
ficer of the joint section on Medicine and Di- 
abetes. Ralph E. DeForest of Chicago was 
a participant in the Demonstration of Expert 
Medical Testimony. The topic “Posture and 
Pain’ was presented by Harriet E. Gillette 
of Atlanta. A number of Congress members 
participated in the meeting of the California 
Medical Association, Ambassador Hotel, Los 
Angeles, April 29-May 2. Leonard J. 
Yamshon of Los Angeles delivered a paper 
on “A Dynamic Concept of Industrial Rehabi- 
litation Its Theory and Potential Ap- 
plication”; Elizabeth Austin of Los Angeles 
spoke on “Rehabilitation of the Hemiplegic” 
Robert V. Miller and Robert L. Smith of 
Los Angeles presented the following item on 
television “Rehabilitation of the Hemiplegic 
Patient.” 


In Memoriam 
D. Leo Haggerty, M. D., Trenton, N. J., died 
on October 8, 1955 
Harold Neifeld, M. D., Brooklyn, N. Y., died 
in March, 1955 
Thomas P. McConaghy, M.D., Camden, 
N. J., died on March 18, 1955. 


Applications for Congress Membership 

George K. Arnold, M.D., 5932 Lake Shore 
Dr., Columbia, S. C.: Sponsored by A. B. C 
Knudson, M.D., Washington, D. C 

Albert M. Cohen, M.D., 4242 N. Sher- 
man Blvd., Milwaukee: Sponsored by Ray 
Piaskoski, M.D., Wood. Wis. 

Edward F. DeLagi, M.D., 1777 Grand 
Concourse, Bronx, N. Y.: Sponsored by 
Alfred Ebel, M.D., Bronx, N. Y. 

Ernest Grover, M.D., 1832 Pitt St. N. E., 
Albuquerque, N. M.: Sponsored by A. B. C. 
Knudson, M.D., Washington, D. C. 

Anita H. Isaac, M.D., 214 E. 9th St., 
Newton, Kans.: Sponsored by Donald L. Rose, 
M.D., Kansas City, Kans. 

Kenneth S. Landauer, ¥i.D., 120 
Broadway, New York City: Sponsored by 


Joseph G. Benton, M.D., New York City. 

Paul A. Oppenheimer, M.D., VA Center, 
Bath, N. Y.: Sponsored by A. B. C. Knudson, 
M.D., Washington, D. C. 

Henry F. Parry, M.D., 1500 Walnut St., 
Philadelphia: Sponsored by W. H. Schmidt, 
M.D., Philadelphia 

Dennis E. Singleton, M.D., VA Hospital, 
Marion, Ind.: Sponsored by A. B. C. Knudson, 
M.D., Washington, D. C. 

Francis L. Wenger, M.D., 901 23rd St. 
N. W., Washington, D. C.: Sponsored by 
Charles S. Wise, M. D., Washington, D. C. 


FDA Hearing 

The Food and Drug Administration gave 
notice of a hearing to receive evidence on the 
question whether ointments or lotions con- 
taining hydrocortisone or hydrocortisone 
acetate may safely be labeled and sold for 
use without prescription. George P. Larrick, 
Commissioner of Food and Drugs, said this 
was the first such hearing to be held under 
regulations promulgated on November 13, 
1954, which established procedure for trans- 
ferring of drugs from sale exclusively on pres- 
cription to over-the-counter sale. 

Mr. Larrick said that 10 different pharma- 
ceutical firms had petitioned FDA to exempt 
the drugs from the prescription dispensing 
requirements. A proposed order to this effect 
was published in the Federal Register on 
January 20, 1956. Comments and exceptions 
were received from various interested persons 
In view of these comments the Commissioner 
concluded that granting or refusing the ex- 
emption requires additional study. 


Mary Putnam Jacobi Fellowship 

The Women’s Medical Association of New 
York offers the Mary Putnam Jacobi Fel- 
lowship to a graduate woman physician, either 
American or foreign. This fellowship will 
start October 1, 1957 and will amount to 
$2000, $1000 being available October 1, 1957. 
The recipient of the fellowship will be ex- 
pected to make a report to the committee at 
the end of the fourth month following which 
the second $1000 will be awarded subject to 
the approval of the committee. The fel- 
lowship is given for medical research, clinical 
investigation or postgraduate study in a special 
field of medicine 

Applications for this fellowship must be filed 
with the secretary of the committee, Ada Chree 
Reid, M.D., 118 Riverside Drive, New York 
24, by October 1, 1956 and will be acted upon 
by January 1, 1957. Application blanks may be 
obtained from the secretary of the committee 
and must be accompanied by (1) a statement 
from a physician of a recent physical exam- 
ination, (2) transcripts of her college and 
medical school records, (3) personal letters of 
recommendation from two or more physicians 
under whom she has studied, (4) a statement 
by the applicant of the problems she proposes 
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to investigate or the study she plans to un- 
dertake, (5) a statement from the person 
under whom she proposes to study of his or 
her interest in her subject, and (6) recent 
photograph with her age. All the data must be 
at hand before the application will be con- 
sidered. 


Easter Seal Society To Meet 

The National Society for Crippled Children 
and Adults will hold its annual convention 
at the nation’s capital in 1956. The four-day 
meeting of the National Society, also known as 
the Easter Seal Society, which will be held Oct. 
28-31 at Washington’s Hotel Statler, will 
highlight speeches by notable authorities in 
rehabilitation and feature displays of newest 
appliances for crippled children and adults. 

Among the tentative plans for the con- 
vention are a luncheon to bring together 
specialists from governmental and private 
agencies who work with the handicapped; a 
pageant on “Progress in Prostheses and Ap- 
pliances,”’ displaying wheelchairs, crutches, 
braces, artificial prostheses and other equip- 
ment from 1906 to 1956; a demonstration by 
the District of Columbia Society for Crippled 
Children showing its clinical, therapy and 
education program, special tours of the 
nation’s capital city, and a tea at one of the 
Washington embassies. 


Rehab Center Executive 
Training Starts October 1 

The Institute for the Crippled and Dis- 
abled and the United States Office of Vo- 
cational Rehabilitation will prepare a limited 
number of highly qualified persons for the 
management and administration of compre- 
hensive rehabilitation centers. 

The six months’ academic and on-the-job 
training period will begin at the Institute in 
New York City on October 1, 1956. Each 
enrollee will work at three selected rehabili- 
tation centers other than the Institute during 
the course. Persons accepted will receive 
individualized instruction and _ assignments 
designed to meet their particular requirements 
in preparing for rehabilitation center exec- 
utive positions. The curriculum will cover 
such broad areas as center management and 
organization, the inter-relationship of dis- 
ciplines contributing to rehabilitation, the 
center’s position and function within its com- 
munity, patient management and control, fi- 
nancial and personnel considerations, the de- 
velopment and operation of comprehensive 
evaluation and the devisement of treatment 
programs to cope with all types of disability. 

Age limits are 30 to 50 years. Bachelor 
degrees and three years of experience related 
to rehabilitation are required. Exceptions for 
especially qualified individuals will be made; 
$250 per month stipends and round trip 
travel expenses between the Institute and job 


training placements will be paid. Interested 
persons should communicate with the Coordi- 
nators, Rehabilitation Center Administrator's 
Preparation Program, Institute for the 
Crippled and Disabled, 400 First Ave., New 
York 10. 


Ninth Annual Conference On 
Electrical Technics in Medicine 
and Biology 

The Ninth Annual Conference on Elec- 
trical Technics in Medicine and Biology will 
be held at the Governor Clinton Hotel, New 
York City, November 7, 8, and 9, 1956. 

The Conference is sponsored by the Amer- 
ican Institute of Electrical Engineers, the In- 
stitute of Radio Engineers, and the Instrument 
Society of America. In addition to the tech- 
nical sessions, there will be field trips to in- 
stallations of interest to those attending. 

Titles and, brief abstracts for proffered 
papers may be submitted to the Conference 
Chairman, E. Dale Trout, General Electric 
Company, X-Ray Department, Milwaukee 1 
Wisconsin. 


National Assembly of the 
Limb and Brace Profession 
To Meet in San Francisco 

The Orthopedic Appliance and Limb 
Manufacturers Association announces that a 
large increase in registration has made it 
necessary to shift the National Assembly of the 
Limb and Brace Profession to a larger hotel 
in San Francisco. The Assembly will meet in 
the Sheraton-Palace Hotel in San Francisco, 
October 21 to 24, 1956. The program will 
feature a series of refresher courses or sem- 
inars in late developments regarding braces 
and artificial limbs. Technical, scientific and 
supply exhibits will be an important part of 
the Assembly. 

As in previous years, the American Board 
for Certification will conduct its annual ex- 
aminations for artificial limb and brace fitters 
on the days immediately preceding the As- 
sembly. These will be held October 19 and 
20. Details about the Assembly may be ob- 
tained by writing to OALMA, Suite 411, 
Associations Building, 1145 19th St. N. W., 
Washington 6, D. C. 


Ford Foundation Grants 

A $10,000,000 program of grants to the 
National Fund for Medical Education was 
announced by H. Rowan Gaither, Jr., pres- 
ident of The Ford Foundation. The appro- 
priation is intended to assist the National 
Fund for Medical Education in its efforts to 
strengthen the financial support for medical 
schools throughout the United States, both 
public and private, and to develop new 
sources of such support. 
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Grants from the $10,000,000 appropriation 
will be paid to the National Fund on a 
matching scale in a program that could last 
up to 10 years but might be accelerated to 
completion in five years, depending upon the 
rate at which the National Fund develops ad- 
ditional support for medical education. The 
maximum grant in any one year would be 
$2,000,000. 

In announcing the grant to the National 
Fund for Medical Education, Mr. Gaither 
said, “The Ford Foundation is aware of the 
critical needs of the nation’s medical schools 
and of the threat to the national welfare 
posed by their current plight. The Foun- 
dation hopes that grants under this appro- 
priation will assist the National Fund for 
Medical Education in its efforts to stimulate 
the interest and response of the medical pro- 
fession and of the general public, to the end 
that financial support for medical schools can 
be maintained at a level consistent with 
sound medical education.” 

Foundation grants will be distributed to the 
National Fund at the close of each calendar 
year, starting with 1956. 


Newly Registered Therapists 


March 13, 1956 
Gwynn, Barbara Ann, Flora MacDonald 
College, Red Springs, N. C. 
Harris, Ellen B., 2140 Tyler Lane, Louisville, 
Ky. 
Kelly, Betty Louise, Box 40, Graceham, Md. 
Litaker, Rae Marlin, Rt. 2, Box 1435, 
Concord, N. C 
Martin, Frank L., 890 Woodrow Ave., Marion, 
Ohio 
Payne, Marian P., 1132 Virginia Ave., N. E., 
Atlanta, Ga. 
Poisal, Jane E., 311 W. Race St., Martinsburg, 
W. Va. 
Rezzonico, Ann Grey, 1183 Bridge Rd., 
Charleston, W. Va. 
Smith, Jenell Ann, 4958 Ortega Blvd., Jack- 
sonville, Fla. 
March 23, 1956 
Cameron, Nancy O., 7 James St., Greenfield, 
Mass. 
Chaffee, Beverly Ann, Old Bedford Rd., 
Concord, Mass. 
Church, Patricia Flynn, 1033 Packard Rd., 
Ann Arbor, Mich. 
Dennis, Elinor S., Van’s Trailer Park, Eaton- 
town, N. J. 
Howard, Polly H., 168 Marne Ave., Bridge- 
port, Conn. 
Kirkpatrick, Anne M., 2 Newton St., Cam- 
bridge, Mass. 
Parker, Sonia Lee., 180 Camp St., Barre, Vt. 
Wiggin, Jewel A., 70 S. Main St., Hanover, 
N.H. 
March 30, 1956 
Maglietta, Carla M., 7717 Cornell, University 
City, Mo. 


Special Clinical Traineeships 


The National Institute of Neurological 
Diseases and Blindness, of the National In- 
stitutes of Health, U.S. Public Health 
Service, has initiated a program of Special 
Clinical Traineeships for those who have com- 
pleted residency training or its equivalent in 
a medical specialty and desire further training 
for careers as clinical investigators and edu- 
cators in fields of neurological and sensory dis- 
orders. 

This program of Special Clinical Trainee- 
ships to individuals complements the Institute’s 
program of training grants to institutions to 
aid them in establishing, expanding, and 
improving residency training programs in 
specialties related to neurological and sensory 
disorders 

[he purpose of the Special Clinical Train- 
eeship program is to encourage selected phy- 
sicians to take additional specialized training 
in order to increase the number of trained 
academic personnel for teaching and clinical 
research in the many aspects of neurological 
and sensory disorders. Awards will be made 
to those with the required background of 
residency training in such fields as neurology, 
neuropathology, ophthalmology, otolaryngo- 
logy, pediatrics, obstetrics, and internal med- 
icine who have demonstrated an interest and 
potential for teaching and investigative careers. 

Applications for these awards may be made 
for training at any appropriate institution 
either in this country or abroad. Information 
on program and stipends, together with ap- 
plication forms may be secured from the Chief, 
Extramural Programs, National Institute of 
Neurological Diseases and Blindness, National 
Institutes of Health, Bethesda 14, Md. 


Books Received 

Books received are acknowledged in this 
column as full return for the courtesy of the 
senders. Reviews will be published in future 
issues of the journal. Books listed are not 
available for lending. 

Annual Review of Physiology, Volume 18 
edited by E. V. Hall; The Diagnosis and 
Treatment of Postural Defects, Second 
edition by Winthrop Phelps, et al; Doctor 
and Patient and the Law by Louis J. Regan; 
Die Physik Und Ihre Anwendung in Bio- 
logie Und Medizine by Walter Beier and 
Erich Dorner; The Abnormal Personality, 
Second Edition by Robert W. White; Essays 
in Biochemistry edited by Samuel Graff; 
Recent Advances in Neurology and Neuro- 
psychiatry, Sixth Edition by Sir Russell 
Brain and E. B. Strauss; A Guide for the 
Study of Exceptional Children by Willard 
Abraham: 1956 Medical Progress — A Re- 
view of Medical Advances During 1955 by 
Morris Fishbein; Practical Neurology by 
Leo M. Davidoff and Emanuel H. Feiring; 
Hypnotic Suggestion: Its Role in Psycho- 
neurotic and Psychosomatic Disorders: A 
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Thesis by S. J. Van Pelt; Doctors and What 
They Do by Harold Coy. 


Recent Publications by Members 

Mieczyslaw Peszczynski, “Rehabilitation of 
the Elderly Patient with Pinned Fracture of 
the Hip.” Journal of Chronic Diseases, March, 
1956. 

Jacob L. Rudd, “The Hydraulic Lift for 
Decubitus Ulcers.’ Physiotherapy, February, 
1956. 

Roy H. Nyquist, ‘“Exoskeletal Splithook 
Prostheses for Patients with Traumatic Tetra- 
plegia.”” The Journal of the American Medical 
Association, March 3, 1956. 

Abraham R. Hollender, “Studies in the 
Endocrinopathic Type of Vasomotor Rhinitis: 
Preliminary Report.” The Journal of the 
Florida Medical Association, April, 1956. 

Grace M. Roth with co-authors, ‘‘Fluores- 
cent Patterns of Intracutaneous Wheals in 
Normal and Edematous Extremities.” Circu- 
lation, April, 1956. 

Howard A. Rusk, “Sick People in a Troub- 
led World.’ Minnesota Medicine, March, 
1956. 

The following articles were published in 
the February, 1956 issue of Anales de Reha- 
bilitacion (Organo Oficial de la Asociacion 
Mexicana de Medicina Fisica y Rehabilita- 
cion) : 

Clarence W. Dail with co-author, “La Fun- 
cion de los Musculos Respiratorios en la 
Rehabilitacion.” ; 


Odon von Werssowetz, ‘“Soportes Auxiliares 
en la Rehabilitacion de la Mano Paralitica.” ; 

Leonard Huddleston, ‘Medicina Fisica 
y Rehabilitacion Como Se Practica en El 
Centro de Rehabilitacion de California.” 

Frank H. Krusen, “The Role of the Physia- 
trist in the Management of Pain—Symposium 
on the Management of Pain Problems.”’ Pro- 
ceedings of the Staff Meeting of the Mayo 
Clinic, April 4, 1956. 

Abrao Anghinah, “Reeducacao dos Movi- 
mentos nas Paraplegias Crurais.’’ Separata da 
Revista Paulista de Medicina, January, 1956. 

The following articles were published in the 
March 9, 1956 issue of Department of Medi- 
cine and Surgery, Program Guide — Physical 
Medicine and Rehabilitation: 

Jacob Goldberg with co-author, “‘Rehabili- 
tation Counseling in a VA Tuberculosis Hos- 
pital.” ; 

V. J. Sutch with co-author, “The ‘Swan- 
nanoa of the Southwest’ Plan for the Reha- 
bilitation of Tuberculous — Classifications 5 
through 9.”; 

B. B. Bagby, Jr., with co-author, “A Statis- 
tical Evaluation of the Swannanoa Plan, VA 
Hospital, Oteen, North Carolina.” 

Otto Eisert, “Dynamic Exercises for Lower 
Extremity Amputees: Rehabilitation of the 
Elderly Amputee.” Geriatrics, February, 1956. 

F. F. Schwartz, “Physical Medicine and 
Rehabilitation in Arthritis.” Alabama State 
Medical Journal, January, 1956; “Physical 
Medicine in Private Practice.” Medical Times, 
January, 1956. 
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book reviews 


The reviews here published have been prepared by competent authorities 
and do not necessarily represent the opinions of the American Congress 
of Physical Medicine and Rehabilitation and/or the American Academy 
of Physical Medicine and Rehabilitation. 


ANTERIOR POLIOMYELITIS. By 
Lewis J. Pollock, M.D. Paper. Pp. 64, with 
illustrations. The National Foundation for 
Infantile Paralysis, Inc., 120 Broadway, New 


York, 1954 


This article about poliomyelitis is published 
in the form of a booklet. It is a discussion on 
the use of the term “spasm.” The 
points out that there has developed a concept 
of muscle involvement in poliomyelitis that has 
been given the name of spasm and that this 
spasm has been treated with a vengeance 

The author concludes after presenting much 
evidence that, “There is no spasm or spasms 
there is no spasticity; there is no extrapyra- 
midal rigidity in poliomyelitis.” 

This booklet is worthy of 
should lead 
not be more critical of many things that are 
readily accepted. 


author 


study and it 


us to ask ourselves if we should 


THE DOCTOR WRITES. An Anthology 
of the Unusual in Current Medical Literature 
Edited by S. O. Waife, M.D. Cloth. Price, 
$3.75. Pp. 175. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16, 1954. 


items in this book are by 
different and afford an 
variety of reading. Some of it is 
instructive, as for instance the chapter “The 
Human Side of Science” in which Otto Glasser 
sheds light on the personalities involved in the 
discovery of roentgen Hints to the 
teacher and the research worker will be found 
in the contributions “Showmanship in Medical 
Teaching” by Walter Freeman and “The 
Pitfalls of Clinical Reasearch” by C. L. Buxton 
Most amusing is “An Unusual Obstetrical 
Case History” in which Richard D. Bryant 
recounts, entirely in the words of William 
Shakespeare, the experiences of Dr. Pinch and 
Doll Tearsheet. The book is recommended. 


The seventeen 
authors interesting 


extremely 


rays. 


IN RHEUMATOID ARTHRITIS. 
and Experimental Investigations. By Finn 
Fischer, M.D. Paper. Price, $4.00. Pp. 268, 
with illustrations. Danish Science Press, Ltd., 
Copenhagen, Denmark, 1955. 


Clinical 


The author obtained his first experience with 
the use of corticotropin and cortisone for 
rheumatoid arthritis in 1950 in the United 
States, when supplies of these hormones be- 
came sufficient to permit extension of the early 
studies (1948-1949) of the effects of the 
agents against this and other rheumatic 


diseases. This book is the result of a compre- 
hensive, long-term clinical study with these 
hormones, undertaken upon the author's re- 
turn to Denmark. 

Chapters 1 to 3 contain a summary of the 
literature on the physiologic effects of adreno- 
cortical steroids and_ corticotropin, with 
emphasis on those aspects “related to their 
clinical [especially rheumatologic] use.” More 
than 750 bibliographic references are cited. 
methods for the administration of 
these hormones are outlined, and there is a 
compilation of the experiences with these 
hormones as reported by rheumatologists in 
different of the world. Differences of 
opinion and unanswered questions are frankly 
recognized. “The mechanism of the effect of 
the adrenal cortical hormones is still obscure.” 

The remainder of the text, chapters 4 and 5, 
presents the author's data on long-term hor- 
monal therapy of 50 patients with rheumatoid 
arthritis; 35 of these patients were females, 15 
were males. The group includes one patient 
with Reiter’s syndrome, one with psoriatic 
arthritis and two with rheumatoid spondylitis 
['reatment was started in September, 1950. 
The patients underwent extensive clinical and 
laboratory procedures and follow-up examina- 
tions. Most of the patients were those “with 
advanced disease who had proved refractory 
to other procedures.” By application of the 
criteria of the American Rheumatism Associa- 
tion, 82 per cent judged improved. 
Sixty-two per cent became gainfully employed, 
as compared to 4 per cent for whom this was 
possible before the onset of hormonal therapy. 
Treatment was continued with satisfactory 
results for 20 to 52 months, and “probably 
can be continued with equally good results” 

page 128 Treatment was discontinued 
either because of remissions or complications 
or side effects in 14 patients in this group. 

The success of long-term hormonal therapy 
was found to be generally related to the 
patient’s tolerance of the doses used and the 
degree of activity of the disease process. Doses 
used generally were larger than those now 
favored by many American rheumatologists. 
Only brief reference is made to “the untoward 
reactions and complications’ of hormonal 
therapy in this group. “Side effects’ were 
common in the initial phases of the treatment, 
but later became “infrequent” as treatment 
was continued with lower doses. There was 
“nothing to indicate that the patients gradually 
became refractory to cortisone therapy” (page 
120). 

Dr. Fischer writes “the present studies do 
not support the view that adrenal cortical 
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insufficiency is a factor in the etiology and 
pathogenesis of rheumatoid arthritis” (page 
136). However, he concludes that “long term 
treatment with ACTH or cortisone is of 
practical value in selected cases” (page 191). 

The book contains flow charts of pertinent 
data for the entire period of treatment for 
each of the 50 patients studied. The paper, 
printing and binding are excellent. This book 
will have especial appeal to rheumatologists 
and other physicians interested in the results 
of a comprehensive clinical study of the use 
of adrenocortical and pituitary adrenocortical 
hormones in the long-term treatment of rheu- 
matoid arthritis. 


SELF-HELP FOR THE ARTHRITIC. 
A Course of Home Treatment for the Com- 
moner Types of Arthritis. By David White, 
M.C.S.P. Paper. Price, $0.70. Pp. 55, with 
illustrations. Henry Kimpton, 25 Bloomsbury 
Way, London W. C. 1, England, 1955. 


This is a paper-bound, pocket-size manual 
intended to “help the patient to help himself” 

and his physician — by brief descriptions 
and simple illustrations of exercises for the 
normal range of peripheral joints and for 
optimal posture and breathing. The descrip- 
tions and illustrations of the various exercises 
occupy all pages of the booklet, and are pre- 
ceded by brief general remarks regarding 
osteoarthritis, rheumatoid arthritis, the ob- 
jectives of the treatment the patient is expected 
to perform, the role of “the exercise, rest 
routine,” “care” (protection of joints) and 
“high morale” in the achievement of optimal 
articular function. 

Although the author states initially that 
osteoarthritis and rheumatoid arthritis are 
quite different articular diseases, emphasis of 
this difference is lost in generalizations and 
abbreviations of the physical therapeutic 
exercise program. “Rheumatoid arthritis” 
(“disease”), “spondylitis” (“arthritis of spinal 
joints”), “Still’s disease” (‘“‘rheumatoid arth- 
ritis of childhood’’), “osteoarthritis of hip” 
and “osteoarthritis of knee” are the only 
specified manifestations of either osteoarthritis 
or rheumatoid arthritis for which exercises are 
described in this booklet; the exercises for all 
these specified conditions are derived from a 
single compilation of exercises illustrated in 
this booklet. 

The booklet is written in simplified and 
mainly non-technical, easily readable language 
and is illustrated with carefully prepared 
sketches. Within the limits of the applicability 
of a generalized exercise program for “‘arth- 
ritis,” the booklet would be helpful to 
physicians in their instruction and orientation 
of patients who would benefit from the use of 
the exercises included in this manual. 


ANXIETY AND STRESS. An Interdisci- 
plinary Study of a Life Situation. By 
Harold Basowitz, et al. Cloth. Price, $8.00. 
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Pp. 320. McGraw-Hill Book Company, Inc., 
330 W. 42nd St., New York 36, 1955. 


An interdisciplinary study of a life situation 
is reported by a psychiatrist, two psychologists 
and a biochemist, in an effort to define anxiety 
as a basic cause of psychosomatic disease. The 
results of a rather remarkable research pro- 
gram raised more questions concerning the 
relationship between behavioral and biological 
responses than they brought answers to initial 
problems. 

The project in itself is a worthy study, and 
while no definite conclusions were reached, the 
methods of correlation of widely divergent 
fields are interesting to the research minded. 

Subjects of the investigation were two 
groups of trainees in a school for paratroopers. 
Biochemical factors selected for study were 
hippuric acid, amino acid and_ eosinophil 
levels. Correlation between these factors and 
anxiety states of the subjects was found, with 
anxiety measured both objectively by various 
psychological tests and subjectively by the 
subjects themselves. 

Greatest consistency was found in_ the 
eosinophil level which dropped sharply with 
heightened anxiety. Hippuric acid levels 
showed considerable stability under stress and 
amino acids stability was only moderately 
displaced. 

The organization of subject matter makes it 
difficult to find concise reports of results, 
thereby rendering the volume a monument to 
effort, rather than to scientific accuracy. 


PREVENTIVE MEDICINE IN WORLD 
WAR II. Vol. Il — Environmental Hygiene. 
Edited by Col. John Boyd Coates, Jr., MC. 
Cloth. Price, $3.50. Pp. 404. Office of the 
Surgeon General, Department of the Army, 
Washington 25, D. C., 1955. 


This volume is one in the professional, or 
clinical and technical series comprising the 
history of the Medical Department of the 
United States Army in World War II. A 
companion administrative and _ operational 
series constitutes a part of the general series 
of the history of the United States Army in 
World War II. Each series is in preparation 
by the Historical Unit, Army Medical Service 
and the professional series is published under 
the direction of the office of the Surgeon 
General of the Army. 

The book is a straight forward account of 
the role which the Army Medical Service 
played in the field of environmental hygiene 
and sanitation including water purification 
and waste disposal in World War II. The 
impetus, implementation, and supervision of 
major world-wide health measures required 
and undertaken in conjunction with an unpre- 
cedented mobilization and global employment 
of our Army are documented and emphasized, 
particularly from the engineering stand-point. 
No author or group of authors could encom- 
pass in a single volume the details and ramifi- 
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cations which the sanitary health problems of 
the Army encountered in a global struggle, 
so the volume truly represents major issues 
confronting policy makers and specific meas- 
ures taken to correct them. 

The volume is organized to record the 
history of health aspects of food management, 
housing, quarantine, including foreign quaran- 
tine, transport, water and water waste disposal. 
The discovery, development and utilization of 
numerous insecticides and steps to control 
rodents and rodent-borne diseases are among 
the most interesting chapters in the book. The 
chapter on quarantine is a challenging one 
and covers the historical developments in this 
controversial field thru major pandemics in 
the history of world civilization. The role of 
governmental agencies is carefully 
documented and includes current develop- 
ments and trends. The book is carefully 
documented, reinforced with invaluable foot- 
notes and makes challenging reading of an 
uninspiring subject. It should find an im- 
portant place in reading and_ reference 
libraries and no medical historian should be 
without a copy 


various 


THE ADOLESCENT EXCEPTIONAL 
CHILD. Proceedings of the 1954 Spring 
Conference of the Child Research Clinic of 
The Woods Schools, held in New Orleans, La., 
April 9 and 10. Paper. Pp. 78. Available 
without charge from The Woods Schools, 
Langhorne, Pa., 1954. 


As in previous publications from The Woods 
School, this small volume presents a collection 
of sound thinking from experts in the field. 
A review of the present community and edu- 
cational problems is presented, and some 
suggestions made for their solution. This is 
a good reference for writers and speakers on 
the subject of the adolescent exceptional child. 


POSTURAL BACK PAIN. By Milton C 
Cobey, M.D. Price, $3.00. Leatherette. Pp 
78, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1955. 


The oft-neglected problem of postural back 
pain has presented clearly in short 
condensed readable The description 
of back examination is comprehensive and yet 
workable. The description of pathology gives 
a general summary of the postural diseases 
and aggravating factors. 

In description of treatment adequate cover- 
age is not given the cervical postural problems 
except the scalene syndrome. The 
treatment of the low back is all directed at 
the flexion pattern of Williams. 

Evidently this author feels that physical 
medicine and particularly physiatrists have a 
minor role in this problem as evidenced by 
his statement on page 51: “The orthopedic 
surgeon is the man who can direct the physical 


been 
form. 


anterior 


ARCHIVES of PHYSICAL MEDICINE & REHABILITATION 


June, 1956 


therapist or the physician practicing physical 
medicine in the treatment of postural defects.” 

The author also outlines a plan for postural 
training which could be a welcome addition to 
our way of living if carried out as part of 
our culture. 

In summary, this monograph brings to- 
gether in one easily read book the problem 
of description and diagnosis of treatment of 
postural problems. The section on treatment 
is somewhat vague and the term rehabilitation 
confused with occupational 
therapy and psychiatry. It would also be very 
interesting to know why the author felt com- 
pelled to attach four pages of glossary terms 
familiar to the second year medical student 
and the recent graduate of physical therapy 
or occupational therapy schools. 


seems to be 


A PRIMER OF ELECTROCARDIO- 
GRAPHY. By George E. Burch, M.D., and 
Travis Winsor, M.D. Third Edition. Cloth. 
Price, $5.00. Pp. 286, with 281 illustrations. 
Lea & Febiger, Washington Square, Philadel- 
phia 6, 1955. 


This is a simple, brief, well illustrated 
presentation of the subject of electrocardio- 
graphy intended for the student or uninitiated 
physician. The first section of the book deals 
with fundamental electrophysiological princi- 
ples and theories of electrocardiography. Next, 
a detailed analysis of the various components 
of the heart potential and their clinical signifi- 
cance is presented. A detailed discussion of 
the precordial leads follows. The fourth 
section deals with disorders of the heart beat 
or the electrocardiographic demonstration of 
the arrhythmias. Finally there is a section on 
clinical applications of the electrocardiogram. 

Revisions on the discussion of the Q-T 
interval and the u-wave to include electro- 
cardiographic changes produced by disturb- 
ances in electrolyte metabolism are included 
in this edition. A new section on spatial 
vector-cardiogram (or the mono-cardiogram ) 
has also been added to indicate the nature, 
significance and applicability of this type of 
recording. 

The reviewer feels that this book should be 
valuable for the medical student or physician 
wishing to acquire a good fundamental 
grounding in the subject of electrocardiog- 
raphy 


EDUCATION FOR THE 
EXCEPTIONAL. Vol. III. Mental and 
Emotional Deviates and Special Problems. 
Edited by Merle E. Frampton, Ph.D., and 
Elena D. Gal!, M.A., Ed. D. Cloth. Price, 
$5.00. Pp. 699, with illustrations. Porter 


SPECIAL 


Sargent Publisher, 11 Beacon St., Boston 8, 
1956. 
This is the final volume of an ambitious 


attempt to assemble the widely scattered 


literature dealing, first, with physical, mental 
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and emotional disabilities which handicap 
children sufficiently to require facilities for 
special education, and second, the manner in 
which such services are being rendered. The 
series is edited by the Principal of the New 
York Institute for the Education of the Blind, 
and by the Coordinator of Special Education, 
Hunter College of the City of New York. 
Sixty-nine collaborators are listed. Most of 
these are educators, educational administrators, 
officials or affiliates of welfare agencies. 

The subtitle of this work is somewhat mis- 
leading. The first section, which is one of the 
best, deals with the intellectually gifted. The 
mentally retarded and the emotionally dis- 
turbed are discussed in other sections. About 
one-third of the book is concerned with the 
brain-damaged and the epileptic. Cerebral 
palsy is covered slightly from all angles of the 
currently popular multidisciplinary approach. 
The final section seems out of place. It deals 
quite superficially with the problems of the 
aged, and those addicted to the use of 
narcotics or alcohol. 

The work as a whole has an encyclopedic 
quality. The editors follow the almost un- 
precented plan of reprinting published works 
without evaluation or editorial comment. More 
than fifty per cent of the volume consists of a 
potpourri of reprinted papers published 
originally in a wide range of professional 
journals, bulletin excerpts, committee reports, 
and statements taken from public instruction 
teaching manuals. No effort is made to 
integrate the material presented from these 
diverse sources. Only about one-third of the 
contributions appear to have been written 
specifically for this volume. The remainder of 
the book is composed of lists of agencies and 
periodicals, and bibliographic data grouped 
ad absurdum into totally unnecessary sub- 
classifications. The evidence of absence of 
critique in the selection of sources suggests 
that the editors may have been overwhelmed 
by the extent of the material available and did 
not secure effective guidance in areas outside 
the fields of their own competence. This ap- 
plies especially to medical sources. 

The book is marred further by inconsis- 
tencies in the arrangement of illustrative 
material, irregularities in the form used for 
references to the literature, and occasional 
failure to identify contributors. The exact 
source of reprinted material is rarely given and 
it is impossible to know whether previously 
published papers appear in toto or in abridged 
form. The arrangement of the material is not 
conducive to easy reading and the index is 
difficult to use. 


LOW BACK PAIN IN INDUSTRY. By 
Henry H. Kessler, M.D. Paper. Price, $2.50. 
Pp. 227. Commerce and Industry Association 
of New York, Inc., 99 Church St., New York 
7, 1955. 


Dr. Kessler has produced a dramatic pre- 
sentation of the problem of the compensable 
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back injury by concentrating the most com- 
prehensive data in modern literature on this 
subject in a small volume. The book carries 
one through the history of compensation 
medicine, the evils and advantages of existing 
laws, the ironic and often fruitless search for 
relief from doctor to doctor, terminating in 
the mathematical process of evaluating the 
disability. The literary style is superb and 
enhances the factual value of the book by 
analogies in modern and ancient history. 

Two main villains in this drama of life are 
singled out: namely, the protruded inter- 
vertebral disc and the abnormal psychologic 
reaction to injury. One must be extremely 
cautious in attributing too many crimes to the 
first villain and in implicating the second in 
every case of back injury. The reputations of 
these two notorious characters often lead the 
medical Sherlock Holmes to pre-formed con- 
clusions which are themselves occasionally 
quite as misleading as the abuses of the com- 
pensation privilege and the general confusion 
in management of these cases. 

This book deservés a ready reference posi- 
tion on the shelf of every medical library be- 
Cause it serves not only as a scientific analysis 
of a poorly understood subject which requires 
further thought and investigation, but serves 
as well as the opening gun for the important 
function of modernizing the compensation laws 
to open the gates of administrative procedures 
to include early rehabilitation evaluation and 
access to the rehabilitation team for injured 
workmen. 


THE EXCEPTIONAL CHILD FACES 
ADULTHOOD. Proceedings of the 1955 
Spring Conference of the Child Research 
Clinic of The Woods Schools held in col- 
laboration with The Department of Special 
Education, Teachers College, Columbia Uni- 
versity and The School of Education, the City 
College, New York. Paper. Price, $1.00. Pp. 
114. Published as a public service by the 
Child Research Clinic of The Woods Schools, 
Langhorne, Pennsylvania, 1955. 


This is a concise and excellently arranged 
summary of the many problems brought into 
the open recently by virtue of a vigorous 
revival of interest in the plight of the mentally 
retarded. The history of the parents’ organiza- 
tions and their impact is not unlike that 
which gave impetus to improved care for the 
cerebral palsied. The contributors to the con- 
ference were drawn wisely either from those 
engaged directly in work with the mentally 
retarded or experts in the pedagogic aspects 
of special education. The approach is realistic 
and hopeful, with emphasis on better assess- 
ment of such capacities as are present in the 
mentally deficient, and the maximal develop- 
ment of these for more effective group living. 
Many physically handicapped children and 
adults are also mentally retarded. This small 
monograph should, therefore, be read by all 
members of the health service team responsible 
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for programing in the field of physical reha- 
bilitation. The sponsoring institution, The 
Woods Schools of Langhorne, Pennsylvania, is 
to be commended for the high caliber of this 
conference. 


A HANDBOOK OF HOSPITAL PSY- 
CHIATRY. A Practical Guide to Therapy. 
By Louis Linn, M.D. Leatherette. Price, 
$10.00. Pp. 560. International Universities 
Press, 227 W. 13th St., New York 11, 1955. 


The book is divided into five parts consisting 
of The Treatment Program; The Treatment 
Team; The Patients; The Hospital, and The 
Community. In the first part, the chapters 
are orderly and develop the current concepts 
of a treatment program. The various thera- 
pies are well documented, but unfortunately 
the role of Physical Medicine per se is not 
mentioned. For example, the chapter on 
Occupational and Vocational Therapy is de- 
ficient in the overall concept of rehabilitation, 
insofar as the integration of physical and 
occupational therapy is concerned. Despite 
the selected references, the author clearly 
expresses that occupational therapy has specific 
purposes which must be understood if it is to 
be utilized effectively. However, specifically 
speaking, the prescription of occupational 
therapy is not fully indicated. In professional 
education, if this respect is to be furthered, 
all concerned should comprehend this impor- 
tant aspect of the treatment program. How 
to write an adequate prescription for occupa- 
tional therapy must be clearly understood. 
In a handbook such as this, occupational 
treatment media and their application to 
psychiatry requires clearer description. It is 
not sufficient to state that, “the therapist 
must be flexible in filling the psychiatrist’s 
prescription,’ but one must delineate the 
objectives to be sought in conjunction with 
other therapies as well as social or vocational 
goals. In part two, the individual members 
of the treatment team are discussed compre- 
hensively, but again it is interesting to point 
out that the occupational therapist is omitted 
although the attendant is not forgotten. In 
part three, it was most gratifying to note 
inclusion of the aged and the aging. In part 
four, the hospital as an entity, in a mental 
health program is discussed. Lastly, the role 
of the community and its relationship to the 
patient is particularly rewarding for the light 
it throws on this vested interest. Although 
the author has failed to meet the deficiencies 
noted, this general work is of high caliber and 
a practical manual on the subject of hospital 
psychiatry. 


PREVENTIVE MEDICINE IN WORLD 
WAR II. Vol. III Personal Health Meas- 
ures and Immunization. Edited by Colonel 
John Boyd Coates, Jr., MC. Cloth. Price, 
$3.25. Pp. 394. Office of the Surgeon General, 


Department of the Army, Washington, 
1955. 


This volume is the third of a series com- 
prising the professional, or clinical and tech- 
nical history of the Medical Department of 
the United States Army in World War II. 
The book continues the straight forward 
account of the role which the Army Medical 
Service played in the field’s manpower selec- 
tion, personal hygiene, uniforms, including 
protective clothing and the preventive aspects 
of medical care including immunizations, mal- 
nutrition and nutrition, preventive psychiatry 
and accidental trauma. 

The book is a composite effort, each area 
or section being written by an authority or 
authorities on the subject matter being pre- 
sented. Health of military personnel is one 
of the first important matters to be considered 
in any build-up, development, employment 
or operation of military forces. The feeding, 
hygiene, immunization and preventive aspects 
of large bodies of troops become a matter of 
broad interest to many but are primarily the 
responsibility of the medical department. The 
volume discusses each such problem in proper 
perspective together with measures developed 
and employed to protect and safeguard the 
health of all army personnel during the period 
of World War II — physical standards used in 
the selection of manpower are reviewed in 
detail; personal hygiene measures are described 
and documented — preventive psychiatry is 
recalled in chronological sequence. 

The Army immunization program is dis- 
cussed in detail as a direct positive specific 
approach to disease prevention. Policies are 
reviewed and reactions or sequelae are inter- 
preted from a statistical viewpoint. The ap- 
pendices discuss requirements, status, and 
technics of the effective and required immuni- 
zations and vaccinations for military personnel 
by Army commands and geographical areas. 
The book is carefully composed, well written 
and reinforced by footnotes and a detailed 
alphabetical index. It will find an important 
place in reading and reference libraries; no 
reader of medical history should be without 
his own copy. 


ACUTE HEAD INJURIES IN BOXERS. 
Clinical and Electroencephalographic Studies. 
By L. E. Larsson, et al. Paper. Pp. 42, 
with 7 illustrations. Translated by Virginia 
Uhlemann, Ejnar Munksgaard Ltd., 6 Norre- 
gade, Copenhagen K, Denmark, 1954. 


This monograph presents the results of a 
study by the authors conducted on junior 
amateur boxers in Sweden in championship 
trials and matches in 1950 and 1951. The 
ages were from 16 to 25, the matches consisted 
of three rounds of two minutes. Forty-four 
boxers were examined before and after 
matches and thirty-one suspected of injury 
were examined after the match. 

Each subject was given a neurological 


4 
ths 
. 


examination and 100-7 test, as well as being 
questioned as to symptoms including amnesia 
and orientation. 

EEG recordings were taken before and after 
matches and also compared with work experi- 
ments. Correlation studies were made between 
severity of trauma and the EEG, including 
after a knock-out. 

From the results it was concluded that 
slight cerebral injuries probably occurred fre- 
quently. The danger of cumulative injury was 
brought out especially in the discussion of the 
literature. 

This is a valuable study for those interested 
in this problem. 


THE PATHOGENESIS OF POLIOMYE- 
LITIS. By Harold K. Faber, M.D. Cloth. 
Price, $5.00. Pp. 157, with illustrations. 
Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1955. 


The pathogenesis of poliomyelitis is a 
particularly difficult subject for even the most 
competent author to treat. There is no 
universally accepted opinion on the subject. 
Authorities for the most part are divided into 
two schools of thought. One holds that the 
disease is primarily extraneural and _ secon- 
darily neural, while the other maintains that 
it is primarily neural with some secondary in- 
volvement of the extraneural tissues. Though 
Dr. Faber’s discussion treats both sides of the 
question, he concludes in favor of the concept 
of primary neurotropism. He is careful to 
emphasize that his opinions by no means 
conflict with the possibility of successful im- 
munization, but rather that they define the 
ways in which it may be expected to operate 
with limitations. 

In general, the book outlines and clarifies 
our existing knowledge of the basic nature of 
poliomyelitis, particularly with reference to the 
fundamental properties of the virus, how and 
where it enters the body, how it spreads inside 
the body and how it is excreted. The chapters 
on the significance of Viremia and the 
natural and artifically induced defenses of the 
body against the virus are particularly illu- 
minating, though some specialists may disagree 
with one or two statements such as this: “It is 
improbable that overt clinical manifestations 
of poliomyelitis occur without involvement of 
the CNS. Nearly all the symptoms at the 
onset and later are either characteristically 
neural or readily explainable on the basis of 
neural infection.” But even those who do not 
concur will find the underlying argumentation 
well considered and reasonable. 

Dr. Faber’s monograph is an exemplary 
manifestation of good textbook style, written 
in careful, lapidary English prose, which is 
always lucid and well documented. It should 
be an invaluable addition to college reading 
lists in poliomyelitis. 
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DESIGNED BY BAILEY 


EXCLUSIVELY FOR JAY L. WARREN, INC. 


Bailey’s 
Furniture establishes the 
correct posture—for ‘‘as 


the twi, 
tree will grow.” 


dult Rehabil 
tion and Home 


The Bailey Tripod — Crab 
Crutch is a new and versa- 
tile ambulatory aid. Spade 
type hand grip is exactly 
centered above three legs 
for maximum stability. 
Made of light weight tubu- 
lar steel. —_ 


Bailey Safety Training 
Stairs provide a graduated 
training program from easy 
4” steps to 10” steps. Ab- 
solute rigidity instills con- 
fidence. Exclusive safety 
features accelerate training 
progress. 


is bent, so the 


Bailey Parallel Bars 
contain every feature 
considered essential by 
leading authorities in 
the Physical Therapy 
field. Floor mounted 
types, semi-portable 
types and models for 
children. 


See us at Booth #42, Second World Congress, 
Hotel Statler, NYC, June 17 - 23, 1956 


Bailey Relaxation Chairs 
are the complete answer 
to every seating prob- 
lem of the Occupational, 
Speech and Physical 
Therapist. Full range 
adjustment of seat, foot 
board, back and tray 
positions. —» 


ur Copy 
[Hlustrate 


Bailey Treatment Tables 
are extremely well con- 
structed; are available in 
several models and can be 
had with or without stor- 
age shelves, drawers and 
adjustable back rests. 


of the NEW Attr actively : 
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Successfully used 
in the treatment of: 


@ LOW BACK DISORDERS 

@ LUMBO-SACRAL STRAIN 

@ HERNIATED CERVICAL DISKS 

@ OSTEO-ARTHRITIS OF CERVICAL 

SPINE 

@ MUSCLE SPASMS OF THE NECK 
@ FIBRATIC CONDITIONS 

@ MANY CASES OF SCIATICA 


And many other conditions 
requiring steady or inter- 4 
mittent traction. 7 


The Hausted Manufacturing Co. also 
produces a complete line of Hospital 
Stretchers and Accessories. 


New HAUSTED TRACTIONAID Compensates for 
Patient Movement Up to 18 Inches! 


The New HAUSTED TRACTIONAID is the ultimate 
for steady or intermittent application in either pelvic 
or cervical traction. 


Three years of field testing have proved it trouble- 
free and dependable. One unit has operated contin- 
uously, 24 hours a day, for a full year — without 
maintenance or servicing! 


Traction supervision is practically eliminated be- 
cause the TRACTIONAID — electronically controlled 
and hydraulically operated — automatically compen- 
sates for as much as tighteen inches of movement 
on the part of the patient. 


Extension arms permit traction from any angle, any 
position. TRACTIONAID can be used with the patient 
sitting or prone. Clinical experience shows that many 
patients can be spared hospitalization when treated 
as out patients with the Hausted TRACTIONAID. 


For detailed information, write 
The Hausted Manufacturing Co., Medina, Ohio. 


HAUSTED MANUFACTURING CO. MEDINA, OHIO © 


ONLY HAUSTED PROVIDES SUCH A LARGE SELECTION OF USEFUL ACCESSORIES 
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PROVIDE PATIENTS WITH MODERN, 
EFFECTIVE TRACTION THERAPY | 


Two New F.C.C. Approved 


Ultra Sound Units 
by Fischer 


In the field of ultra sonics, R. A. FISCHER 
& CO., one of the leaders in electro-therapy 
equipment, furnishes two outstanding mod- 
els. The 3000-S is a new version of the tried 

MODEL 3000-S and proven Model 3000 — the 3000-S in- 
P.C.C. APPROVAL — U-168 corporates SURGE ULTRA SOUND in addi- 
tion to CONTINUOUS ULTRA SOUND and 
IMPULSE ULTRA SOUND, at 20 watts out- 
put. Companion to the console Model 
3000-S is the new Clinic Model 3200. Model 
3200 supplies CONTINUOUS, IMPULSE and 
SURGE ultra sound at output of 17 watts. 
The 3200 comes in a portable steel cabinet 
suitable for table-top use. Both units fea- 
ture exemplary workmanship—each is guar- 
anteed a full year. Contemporary cabinets 
are finished in off-white enamel or in gray 
hammertone metallic, with special colors on 
request. The Model 3000-S sells for $545.00 
and Model 3200 is $445.00 (FOB GLEN- 

MODEL 3200 DALE, CALIFORNIA). Further details sent 
F.C.C. APPROVAL — U-109 on request. 


In diathermia no machine surpasses the performance 
of the Model 1200 CONSOLE MASTER FISCHERTHERM. 
Power output is more than ample for heaviest thera- 
peutic demands. The cabinet is finished in off-white 
enamel and in gray hammertone metallic — special 
metallic finishes in shades of maroon, blue or green 
are available on request. The hinged electrode set 
(Catalog No. 1202) is purchased separately at 
$109.00. Price of the MASTER FISCHERTHERM Model 
1200 is $654.50 FOB Glendale, California. A full 
year guarantee of course. Your request for details 
will be promptly handled by our office staff. 


Send for complete details to: 


R. A. FISCHER & CO. 
517 Commercial St. 
Glendale 3, Calif. 


Name 
MODEL 1200 Address = 
MASTER FISCHERTHERM 
City 


FISCHERTHERM @ FISCHERSINE @ FISCHERQUARTZ © PEDASINE @ FISCHER ULTRA SOUND 
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FOR PHYSICAL MEDICINE 
AND REHABILITATION 


REHABILITATION: 

Walking Parallel Bars and Exercise Stair- 
cases of various designs; Posture Mirrors, 
single and triple; Gymnasium Mats in vari- 
ous thicknesses and coverings; Bicycle Exer- 
cisers; Restorator; Progressive Resistance 
Exercise Units; Quadriceps-Gastrocnemius- 
Footdrop Boots; Dumbbells; Indian Clubs; 
Wall Pulleys; Door Pulley Assemblies; 
Guthrie-Smith Suspension Apparatus; Stall 
Bars; Shoulder Wheels with height adjust- 
ment; Manuflex and Gym Kit; Kanavel 
Table; Sayre’s Headslings; Ankle Exercis- 
ers; Large selection of Treatment Tables; 
Timers. 


INVALID EQUIPMENT: 

Everest & Jennings Wheelchairs; Hollywood 
Wheelchairs; Commodes; Walkers; Patient 
Lifters; Standing (Tilt) Tables; Self- 
propelled wheelstretchers; Large selection 
of Crutches, hardwood and aluminum; Cana- 
dian Crutches; Tripod and Four-legged 
Canes. 


HYDROTHERAPY—ELECTROTHERAPY: 
Whirlpools for every use; Hubbard Tanks; 
Paraffin Baths; Hydrocollator Master Units 
and Steam Packs; Ries “Moistaire”; Short- 
wave Diathermy — Consoles and Portables; 
Galvanic-faradic-sinusoidal Generators; 
Ultraviolet Lamps; Infra-red Lamps and 
Bakers; Ultrasonic Generators. 


CEREBRAL PALSY EQUIPMENT: 
Wide variety of Stand-in Tables, Cut-out 
Tables; Kindergarten Chairs, Relaxation 
Chairs; Standing Stabilizers; Crab Crutches; 
Skis; Crawler; Protective Helmets (Head- 
guards); Tricycles. 


ALL your needs 
supplied by ONE 


reliable source. 


SELF-HELP DEVICES: 
For Activities of Daily Living: Toilet and 
Bathing Aids; Automatic Page Turner; 
Reachers; Eating Utensils and other A D L 
Equipment. 


DIAGNOSTIC APPARATUS: 


Chronaximeters; Dynamometers; Newman 
Myometer; Goniometers; Oscillometers; 
Thermocouples and Skin Thermometers. 


New Item of Interest 


The Newman Myometer Set is now avail- 
able. A sensitive and accurate instrument 
for muscle test- 


ing, it consists Literature 
of two myo- Upon 
meters: 0-15 Ibs. Request 


and 0-06 lbs. Comes 
with a grip testing 
attachment, and a Pro- 
tractor to measure sup- 
ination and pronation. 


Complete 
with 
carrying case. 
Catalog 
#PC-5034 
$150.00 


With our large stock of equipment you 
are always assured of prompt delivery. 


Write for Your Free Copy of our Illustrated Cata- 
log #1056 and for any additional information. 


J. A. PRESTON CORP. 


175 FIFTH AVENUE, NEW YORK 10, N. Y. 
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It’s actually easy to save money—when you 
buy Series E Savings Bonds through the auto- 
matic Payroll Savings Plan where you work! 
You just sign an application at your pay office; 
after that your saving is done for you. The Bonds 
you receive will pay you interest at the rate of 
3% per year, compounded semiannually, when 
held to maturity. And after maturity they go on 
earning 10 years more. Join the Plan today. Or 
invest in Bonds regularly where you bank. 


Safe as America— 
US. Savings Bonds 


The man who named 
Tombstone, Arizona 


HE SURPRISED government scout from 

Camp Huachuca reined his horse to a 
stop at the sight of Ed Schieffelin. And 
when Schieffelin admitted he was actually 
living and prospecting in Apache country. 
the scout warned him, “All you’ll ever 
find’ll be your tombstone.” 


But Schieffelin didn’t scare easy. When 
he struck a silver lode in the desolate dan- 
gerous hills of Arizona Territory, he called 
his first mine “Tombstone.” And, unknow- 
ingly, he gave a name to a borning, brawl- 
ing community soon to be notorious as one 
of frontier America’s tough towns. 


The Tombstone mine itself never 
amounted to anything. But Schieffelin just 
kept on prospecting —and within a few 
years, he turned out to be a millionaire. The 
hills he had risked his life in were practi- 
cally made of silver. 


Today’s Ed Schieffelins are hunting ura- 
nium ore with Geiger counters, but their 
spirit is the same. And it is only part of the 
spirit of 165 million Americans who stand 
behind U.S. Series E Savings Bonds— who, 
by being the people they are. make these 
Bonds one of the finest investments in the 
entire world. 

And, for an American, the very finest in- 
vestment. Why not help your country—and, 
very importantly, yourself, by buying Bonds 
regularly? And hold on to them! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America. 


‘ pa - 

- 
"Sing, © 
A — 392 


Specia fists in 


Electro Medical 
Equipment for 
Physical Therapy, 
Rehabilitation 
and Diagnosis 


FRED LANDAUER CO. 


11 BLENHEIM COURT 
ROCKVILLE CENTRE, L. |, NEW YORK 
Tel. RO 6-4527 


REPRESENTING LEADING MANUFACTURERS 


Dependable 
Repa ir Slot ce 


Sos 
brant 


for planning new departments 


Wh bay and sell 
Good Used Equipment 


“And just why do you think you should be taken off 
the active-resistive therapy service, Smedley?” 
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N W “ORTHODUR” PLASTIC 
ARCH SUPPORTS 


FOR MAXIMUM FOOT COMFORT 


Plain of in 
Removable 
Leather 
Pocket with 
Built-in 

Air Cushion 


Write for Prices and Literature 


HOLDWELL ARCH PRODUCTS 
Specialists in Modern Foot Supports 
P.O. Box 205, Gracie Station, New York 28, N. Y. 


WANTED 


Registered Physical Therapists for immediate 
placement in established Crippled Children’s 
Hospital and rapidly growing comprehensive 
Rehabilitation Center treating wide variety 
of patients. Well-equipped therapy depart- 
ment with pools and adequate space. Em- 
ployee benefits. Maintenance if desired. 
Write: Jack E. Pearson, Morris Memorial 
Hospital and Rehabilitation Center, Milton, 
West Virginia. 


PHYSICAL THERAPIST 


An urgent need exists, in a large chemical industry on the 
Texas Gulf Coast, for women. Prefer a registered nurse with 
training as physica! therapist, or a college graduate with B.S. 
in physical education and at least one year training as 
physical therapist. Cases involve industrial and orthopedic 
problems. Pleasant working conditions with many company 
benefits such as paid annual vacations, pension and profit 
sharing plan, group insurance, etc. Salary commensurate with 
experience and ability. Interested applicants should write 
Box 456, Archives of Physical Medicine and Rehabilitation, 
30 N. Michigan Ave., Chicago 2, giving in detail training, 


experience, and any other pertinent data in first reply. 


WANTED 


Immediate placement for registered, quali- 
fied physical therapists (male or female) for 
rapidly expanding physical medicine and 
rehabilitation department. Many employee 
benefits including paid vacation and sick- 
leave. Write: Department of Rehabilitation, 
Cedars of Lebanon Hospital, 4833 Fountain 


Avenue, Los Angeles 29, California. 


— WANTED — 
Immediate placement for registered, quali- 
fied physical therapists (male or female) for 
rapidly expanding physical medicine and 
rehabilitation institute serving two hospitals, 
total 1000 general medical and surgical 
beds, in largest centrally located industrial 
center in Illinois. 
Write: Administrator, Institute of 


Physical Medicine and Rehabilitation, 
619 N. Glen Oak Ave., Peoria, Ill. 


SELECTED OPPORTUNITIES 
WANTED — PHYSIATRIST: To serve as ass’t med dir; neuro- 
logical center staffed by Dipis; unit impor nat’l organ; 
outstand’g advancem’t potential; Ige city; MW. 


WANTED — PHYSICAL THERAPISTS: (a) Chief; Ige psy hosp; 
lovely sm twn; E. (b) By 13-man clin grp; $350; twn 20,000; 
Calif. (c) Rsrch institute affil impor univ med sch; duties 
mainly in rehab of polio patients; Ige indus, univ ctr; E. 
d) Staff; fully apprv’d 300 bd gen hosp; to $400; resid city 
50,000; MidE. (e) Well est 7-man clin grp; all major specialties 
represented; about $350; twn 25,000 nr univ city; MW. (f) 
Ass’t supervisor, active dept, 1 of country’s finest univ hosps; 
min $400; Ige univ city; E. (g) Chief; apprv’d gen hosp 300 
bds; lovely twn 25,000; West. 

For further information concerning these and other opportuni- 
ties, please write Woodward Medical Personnel Bureau, 185 
North Wabash, Chicago. 


OPPORTUNITIES AVAILABLE 

WANTED: Physiatrist to serve as assistant director, state chap- 
ter, national society for multiple sclerosis. For further infor- 
mation, please write Burneice Larson, Director, Medical Bureau 
WANTED: (a) Supervising cerebral palsy therapist; responsible 
to assist health officer for supervising and coordinating work 
of physical and occupational therapists; duties include teach- 
ing; $429-$515; California. (b) Occupational therapists; 450-bed 
hospital; college town, near New York City. PHYSICAL 
THERAPISTS: (c) Chief; new department fully equipped with 
latest equipment; general program, both in- and out-patients; 
450-bed hospital, university city, Southwest. (d) Chief, male; 
duties consist of supervising work of other therapists, treating 
patients under physician's orders; departmental activities; 
fully approved 400-bed general hospital; California e 
Association, 30-man clinic; university city, Midwest; $5000 
(f) Experienced in handling cerebral palsied children; new 
treatment center affiliated with crippled children’s hospital; 
university town, Southwest 

For further information regarding these opportunities, please 
write Burneice Larson, Medical Bureau, Palmolive Building, 
Chicago. 


WANTED 


PHYSICAL THERAPIST 550 Bed Hos- 
pital. Modern Department of Physical 
Medicine and Rehabilitation. All types 
of cases treated. Salary $280-330 
depending on experience. Social 
Security and Pension Plan. Apply 
Administrative Assistant, The Reading 
Hospital, Reading, Pennsylvania. 
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Here is therapy that will relax masts 
you physically. ..and mentally. 


After your 34th Annual Session in 
Atlantic City, spend a stimulating 
week in BERMUDA..... 
loafing on pink-tinted beaches 
sailing on the wings of 
brisk trade winds... .. cycling 
along flower lined roadways 
dancing under the stars 
golfing on championship courses . . . or 
listening to the magical rhythms 
of calypso singers. 


You will enjoy a Bermudian holiday 
.... especially with a congenial crowd 
of professional associates. 


PALMER HOUSE 
119 South State Street 
Chicago 3, Illinois 


(Official travel representative for the American Congress of Physical Medicine and Rehabilitation) 
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IMPORTANT 
ANNOUNCEMENT 


a genuine 


Birtcher Yitrasonic 
unit at 4 new 


The Medical application of ultrasonic energy is rapidly becoming a subject of importance, 
with more than 15,000 Physicians now employing this therapy with successful, sometimes 
startling, results. Millions of patients have been treated and hundreds of papers on the sub- 
ject have been published in Medical Journals. We have an excellent collection of reprints 
on ultrasonic therapy which we will send you on request. 


The new Birtcher MEGASON IV brings ultrasonic therapy within the reach of every office 
budget. It will pay you to have a MEGASON IV in your office on 30 days free trial. Fill out 
coupon below and we will arrange for a machine to be placed in your office. 


APM- 
THE THE BIRTCHER CORPORATION dept. 696 


4371 VALLEY BOULEVARD, LOS ANGELES 32, CALIFORNIA 
BIRTCHER L) Please send me the ultrasonic reprints 
CORPORATION (0 Arrange for a MEGASON IV to be placed in 
my office on free trial 
Address. 


the world’s largest volume 
producer of electro-surgical- 


medical equipment. 
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y alow priced companion to the world famous megason senior 
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